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In dermatologic practice the opportunities for postmortem investi- 
gation are infrequent and clinical observations are limited largely to a 
consideration. of. the appearances presented by lesions occurring in a 
single organ, the skin. 

In a field thus restricted, it is not surprising to find a natural ten- 
dency among those of us who confine our activities to the dermatologic 
branch of medical art to overlook the importance of studying disease 
from the point of view of its effects on the body as a whole, and to con- 
tent ourselves with the mental picture of a pathologic process obtained 
from the visualization of its external manifestations in one organ only, 
while we negiect to take into consideration the equally important 
pathologic changes that may be taking place in those organs or tissues 
which are beyond the realm of external inspection. 

The case that forms the basis for this presentation serves to illus- 
trate the importance of studying disease from the broad point of view 
of the general pathologist, for in it we find not only characteristic 
lesions in the skin, but in practically every organ of the body. We 
have, in short, the opportunity of studying at first hand the majority of 
the anatomic changes that have been described as occurring in con- 
genital syphilis, with the additional interest and satisfaction of having 
been able to demonstrate the infective organism. in the tissues. 

It is a widespread belief that Spirochaetae pallidae can always be 
demonstrated in the material obtained at necropsy in cases of con- 
genital syphilis, but such a belief does not find support from the obser- 
vations of many pathologists who frequently find it impossible to 
demonstrate the infective organisms even when the clinical histories, 
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pathologic findings and Wassermann test all point to the diagnosis of 
syphilis. Noguchi’ has frequently found it difficult to demonstrate 
spirochetes in the tissues at necropsy, and he refers particularly to the 
few organisms found and the difficulty of their demonstration in cases 
of syphilitic infants who lived a few days after birth. Clark and 
Gates,’ with a wide experience in the Canal Zone, were unable to find 
the organisms in the majority of their cases examined postmortem, and 
Norris * states that frequently they are not found, and that this may be 
due in some cases to the effect of antisyphilitic treatment on the mother. 
It was the experience of Levaditi,* who holds the distinction of being 
the first to demonstrate spirochetes in congenital syphilis, that the 
organisms could not be demonstrated in those cases in which there was 
advanced maceration—an observation which indicates their destruc- 
tion by autolysis. The experience of others also lends support to the 
view that the organisms of syphilis do not survive long in the presence 
of autolytic ferments. Warthin® does not attempt to demonstrate 
spirochetes in the tissues unless the necropsy is conducted within an 
hour or so after death. And in this connection it is significant that in 
the case under study, in which the necropsy was not performed until 
thirty-six hours after death, although anatomic lesions characteristic 
of syphilitic infection were found in the tissues of almost every organ, 
the most painstaking examination following the method of Levaditi 
failed to reveal the presence of spirochetes except in the membranes of 
the brain which, according to Dunlap, are often very resistant to 
the autolytic process. 
REPORT OF A CASE 

History—A girl of 7 months’ development was born of a mother who gave 
a history of perfect health. There was no history of abortion and no evidence 
of syphilis in five children previously born. During the summer of 1918 
(about June) the husband had a genital sore and “red spots” on his arms. 
The mother denied emphatically ever having had any sore, rash or symptoms 
that might indicate syphilis. Her Wassermann reaction (tested in three dif- 
ferent laboratories) was +++ + both with alcoholic extract and cholesterin- 
ized antigens. The syphilitic infant was born in August, 1919, and died after 
a few inspirations. 

1. Noguchi, H.: Spirochaetes, Harvey Lectures, Series 11, 1915-1916, p. 174. 

2. Cark, H. C., and Gates, I. N.: Treponema pallidum Found at Autopsy, 
in the Blood Stream and Elsewhere, in a Case of Congenital Syphilis, Am. J. 
Dis. Child. 9:126 (Feb.) 1915. 

3. Norris, Charles B.: Personal communication. 

4. Levaditi, C.: L’Histologie pathologique de la syphilis hereditaire dans 
ses rapports avec le spirochaete pallida, Ann. de mal. vener. 1:22, 1906. 

5. Warthin, Aldred Scott: The Presence of Active Lesions and Spiro- 
chaetes in the Tissues of Clinically Inactive or “Cured” Syphilis, Trans. Assn. 
of Am. Phys. 29:416, 1914; Am. J. Med. Sc. 152:522, 1916. 

6. Dunlap, Charles B.: Personal communication. 
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Examination.—On external inspection at the time of delivery a rose-colored 
macular eruption was observed on the skin of the limbs and trunk and bullous 
lesions and denuded areas (the remains of ruptured bullae) were present on 
the soles of the feet, palms, wrists and fingers. A few of these bullous lesions 
can still be seen on the preserved specimen, but the macular eruption dis- 
appeared, as most skin lesions do, shortly after death. 


LITERATURE ON TYPE OF ERUPTION IN CONGENITAL SYPHILIS 

In regard to the type of eruption usually present in congenital 
syphilis of the infantile type, various. writers have reported different 
findings. In an observation of 100 cases, Veeder and Jeanns‘ found 
an absence of bullous lesions in all their cases, and in 48 per cent. they 
report the presence of an eruption which was largely an exfoliative or 
desquamative dermatitis involving the soles of the feet and palms of 
the hands, the skin beneath the scaling epiderm being “red and glisten- 
ing.” These authors claim that this type of eruption, which in their 
series was far more frequent than the macular or maculopapular form, 
is the most characteristic form of skin lesions, and it is never seen in 
any other condition. Post * has found the maculopapular lesion and a 
peculiar shiny redness of the palms and soles to be the most common 
type of skin change, while Sequeira ® states that the bullous eruption is 
the earliest type of cutaneous manifestation. Stelwagon '® records the 
observation that when the skin manifestations are present at birth they 
are of the bullous type, while in those cases in which the eruption does 
not appear until several weeks after birth, it usually assumes the 
maculopapular form, which does not differ in appearance from the 
same type of lesion encountered in the acquired form of the disease. 
Highman ™ believes that the type of skin lesion is an indication of the 
stage of development of the fetus at the time of its infection in utero; 
if the infection, for example, occurs about the fifth month of intra- 
uterine life, the eruption will consist of papular or bullous lesions on 
the palms and soles, but if it is delayed until a latter period, say the 
seventh or eighth month, the skin changes will be those of the early 


7. Veeder, Borden S., and Jeanns, Philip C.: Observations on One Hundred 
Cases of the Infantile Type of Hereditary Syphilis, Am. J. Dis. Child. 2:177 
(March) 1916. 

8. Post, Abner: Clinical Course and Physical Signs in Hereditary Syph- 
ilis of Early Age, Am. J. Dis. Child. 12:364, 1916. 

9. Sequeira, James H.: Diseases of the Skin, Ed. 3, Philadelphia, P. 
Blakiston’s Son & Co., 1919. 

10. Stelwagon, H. W.: Diseases of the Skin, Ed. 6, 1916, Philadelphia, W. B. 
Saunders Company. The age of the patients observed by Veeder and Jeanns 
ranged from 1 month to 6 years. It is not stated whether any of the lesions 
were observed at birth. 

11. Highman, Walter J.: Congenital Syphilis, Pathogenesis and Symptoms, 
New York M. J. 104:592 (Sept. 23) 1916. 
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secondary stage. While this is a plausible assumption, and probably 
holds true in a large number of cases, the findings in many cases would 
indicate that there are probably other determining factors. The skin 
appearances in Veeder and Jeann’s series, which are remarkable in that 
they were contrary to the teachings of modern textbooks, certainly do 
not meet the conditions imposed by Dr. Highman’s theory. 





Fig. 1—Section of skin from a bullous lesion of the palm; low power. 
Showing separation of the corneum from the prickle layer by serum and some 
fibrin, edema and collections of round cells and polymorphonuclear leukocytes 
in the papillae; proliferation of fibroblasts in the corium. 


EXAMINATION OF THE ORGAN 














Two sections of skin were taken for microscopic study — one from 
the palm cut so as to include a bulla, and the other from the breast cut 
through the nipple. In the first section (Fig. 1) the principal feature 
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was edema of the malpighian layer and a cellular exudate in the papillae 
composed largely of polymorphonuclear leukocytes and a few lympho- 
cytes. In the subcutis many of the arterioles showed marked pro- 
liferation of the intimal connective tissue, in some instances resulting 
in obstruction of their lumina (endarteritis obliterans). There was 
nothing in the histology of this section, excepting the changes in the 
vessel walls, characteristic of syphilis, but the specimen taken from 
the breast showed the presence of the usual round and plasma cell peri- 
vascular infiltration. 





Fig. 2—Section of subcutis showing obliterating endarteritis of the arte- 
rioles—below and to the right transverse sections of nerve fibers. 


There was nothing abnormal in the gross appearance of the heart. 
The valves were free and there was no evidence of aortitis or change in 
the pulmonary artery. In this connection it is of interest to note that 
the heart and large vessels do not always escape infection. Flament ** 
reports a case of right side hypertrophy and endocarditis of the mitral 


12. Flament, R.: Pathology of the Heart in a Syphilitic Infant, Nourrisson 
6:340 (Nov.) 1918. 
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and tricuspid valves, and Fordyce ** quotes Rach and Wiesner as hav- 
ing found changes in the aorta and pulmonary artery in 67.4 per cent. 
of cases of congenital syphilis. 

The lungs were massive, heavy, firm and presented a gelatinous 
grayish-white appearance. The parenchyma was mottled throughout 
with solid patches of a deeper white color. Histologically, these patches 
consisted of cellular embryonic connective tissue diffusely infiltrated 
with plasma cells and endothelial leukocytes. The patches were usually 





Fig. 3—Lung: (1) Interstitial fibrosis especially round the bronchi and 
vessels; (2) desquamation of epithelium in alveoli and bronchi. 


around the bronchi. The lumina of the bronchioles were filled with 
serum, fibrin and polymorphonuclear leukocytes. Here and there were 
solid patches of another type characterized by distention of the alveoli 
with desquamated epithelial cells, but these were few in number. 
Everywhere the alveolar walls were greatly thickened by cellular 


13. Fordyce, John A.: Some Problems in the Pathology of Syphilis, Am. J. 
Med. Sc. 119:781 (June) 1915. 
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fibrous tissue of the embryonic type. There was also marked thicken- 
ing of the vessel walls and the lumina of some of the arterioles had 
been completely obliterated by proliferation of the connective tissue 
cells of the intima (Figs. 3 and 4). The visceral pleura was markedly 
thickened and presented a picture which, as far as I am aware, has 
not been described in syphilis before, namely, the presence in distended 
lymph vessels of numerous large phagocytic cells holding lymphocytes 
in their cytoplasm (Figs. 5 and 6). Occasionally, cells of the same 
xature were found in lymph vessels of the lung tissue. The picture 
was strikingly similar to that seen in typhoid fever. Levaditi* has 
observed phagocytes filled with the parasites, but they were in the 
alveoli. Large mononuclear cells were present in the alveoli in this 
case, but they were of an entirely different type from that of those 
seen in the lymph vessels, and are undoubtedly alveolar epithelial cells. 

The pancreas was slightly enlarged, of very firm consistency, and 
on section presented a grayish-white color. Microscopic study of the 
sections (Fig. 7) revealed the presence of similar interstitial changes 
to those described in the lungs. The picture was that of an intralobular 
pancreatitis, the marked hyperplasia of the interstitium causing a wide 
separation between the individual acini. It is interesting to note, how- 
ever, that the acini, though small from compression, were perfectly 
formed and well preserved. The islands of Langerhans were appar- 
ently normal in structure and number. Such changes probably repre- 
sent the most commonly found type of reaction to the toxin of the 
spirochetes in pancreatic tissue, but it must be remembered that this 
(intralobular pancreatitis) is not always the type of change found. 
Recently Dr. Ewing showed me a pancreas literally peppered with 
gummatous lesions. Another point of interest in connection with 
syphilis of the pancreas, and the same is true of the lungs, is that these 
organs, while they are frequently involved in congenital syphilis, are 
rarely attacked in the acquired form of the disease. 

The liver was apparently very large, but it must be remembered that 
at birth the liver normally occupies the greater part of the abdominal 
cavity, and constitutes from one-twentieth to one-eighteenth of the 
body weight. Microscopic examination of the liver tissue showed the 
sinusoids packed with hemopoietic elements — myeloblasts, nucleated 
an appearance suggesting a retardation of development 





red cells, etc. 
and continuation of fetal function. There was marked edema 
but com- 


in 








some areas giving the appearance of interstitial change 
pared with the lungs and pancreas the interstitial changes were very 
slight, the chief histologic feature here being the presence of a round 
and plasma cell infiltration in the connective tissue of the portal sys- 


tems (Fig. 8). 
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Pathologists are for the most part of one mind in regard to the 
appearance of the spleen in congenital syphilis. Ewing,’* Councilman 
and others claim that enlargement of the organ is one of the most fre- 
quent findings, and Veeder and Jeanns’ assert that an enlarged spleen 
occurring in an infant under 6 months without symptoms of an “exuda- 
tive diathesis” means always either tuberculosis or syphilis. In the case 
under study the organ was greatly enlarged and of a firm consistency. 
A study of the microscopic anatomy (Fig. 9) showed replacement of 





Fig. 4—High power showing thickened alveolar walls. 


the pulp by numerous plasma cells and proliferated reticular cells, the 
latter acting as phagocytes and frequently showing many lymphocytes 
in their cytoplasm. Examination of the lymph nodes, especially those 
in the region of the pancreas, revealed a histologic picture very similar 
to that of the spleen. Histologic study of the kidneys showed a round 
and plasma cell infiltration in the interstitial tissue of the cortex, espe- 
cially underneath the capsule. 


14. Ewing, James A.: Personal communication. 
15. Councilman, William T.: Pathology, Boston, W. M. Leonard, 1912, p. 274. 
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On opening the skull, the dura, bone and brain substance in the 
region of the orbital plates and frontal eminences were found to be 
involved in one gummatous mass (Fig. 10). In the right temporal 
fossa there was a circular yellowish-gray area of gummatous osteitis, 
which was not connected with the membranes, the dura over this area 
being perfectly smooth and glistening — an appearance which would 
indicate that this bone lesion did not originate as a result of extension 





Fig. 5.—Section of lung showing thickened pleura with dilated lymph ves- 
sels containing phagocytes. 


of the inflammatory process in the pia arachnoid. There were other 
necrotic lesions scattered over the internal surface of the base of the 
skull, and as many of these were especially prominent over centers for 
ossification, it would appear that the syphilitic organism has a selective 
affinity for the growing centers. The skin was dissected from the nasal 
bones, but no abnormal features were observed. 

Sections of the meninges stained by Levaditi’s method revealed the 
presence of numerous Spirochaetae pallidae (Fig. 11). With the 
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hematoxylin and eosin stain the histologic picture presented an appear- 
ance which indicated the presence of two distinct types of reaction 
(Fig, 12). There was an inner layer of pia arachnoid where the pre- 
dominating pathologic change was represented by the presence of pro- 
liferated fibroblasts and a slight exudate composed of a very small 
number of lymphocytes and plasma cells and a second or outer layer 
which presented the appearance of an acute meningitis of nonsyphilitic 
origin superimposed on the more chronic syphilitic process, a condition 





Fig. 6—High power of a dilated lymph vessel in interlobular septum of 
the lung. The red cells which are present have been carried there from 
the sinusoids of the inflamed lymph node. 


which sometimes occurs in cases of adult syphilis, e. g., general paral- 
ysis (Dunlap"). As a further aid to our study of the histologic changes 
occurring in syphilis of the meninges, I am able, through the kindness 
of Dr. Dunlap,® to show here (Fig. 13) a section from one of the 
first cases of adult syphilitic meningitis, in which Spirochactae pallidae 
were demonstrated. It was a case of gummatous meningitis with the 
typical so-called endothelial leukocytes, an occasional phagocyte (rare 
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in syphilis, but common in tuberculosis of the meninges) and giant 
cells that might easily be mistaken, if one attempted ‘a diagnosis on 
their anatomic appearance alone, for the giant cells of tuberculosis. 

The line between the epiphyses and diaphyses of the long bones 
presented on section a perfectly even, smooth, pearly gray appearance, 
the histologic examination of which revealed nothing abnormal. This 
absence of epiphyseal involvement, according to the findings of many 
eminent pathologists, is exceedingly rare. Ewing ™ has found it pres- 





Fig. 7—Pancreas. Intra-lobular fibrosis. Acini widely separated by young 


edematous fibrous tissue. 


ent in all cases which he examined postmortem,-and considers it of 
diagnostic value, even when other characteristic lesions are absent. 
Jorres *® has had a similar experience, and MacCallum ™ states in his 
textbook on pathology, that osteochondritis is “a characteristic lesion 
16. Jorres, Leonhard: The Commoner Diseases, Their Causes and Effects, 
trans. by William H. Woglam, Philadelphia, J. B. Lippincott Co., 1915. 

17. MacCallum, W. G.: A Textbook of Pathology, Philadelphia, W. B. 
Saunders Co., 1916, p. 688. 
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found practically always in syphilis of the new-born.” The placenta 
was thick and of firm consistency, the villi were well preserved. The 
maternal portion showed numerous areas of necroses, leukocytic infiltra- 
tion and thrombosis in the blood vessels, but whether these changes 
can be attributed to a specific infection is uncertain. Examination of 
the remaining organs, suprarenal glands, etc., did not reveal any 
changes worthy of note. 


Fig. 8.—Liver: (1) Periportal lymphocytic and plasma cell infiltration; 
(2) blood islands in sinusoids; (3) some young liver columns—cells with 
deeply chromatic nuclei and little cytoplasm. 


TRANSMISSION FROM PARENT TO OFFSPRING 


Formerly, practically all syphilographers believed that the father 
was able to convey the disease to the offspring without the mother 
becoming infected, and it must be admitted that before the days of 
the Wassermann reaction, the evidence in support of this view was 
abundant. Syphilitic children were born to mothers who were free 
from all clinical signs of the disease and apparently immune to infec- 
tion. The suckling syphilitic child could infect its wetnurse, but could 
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not give the disease to its mother (Colles’ law), and even when these 
mothers were injected with syphilitic material, which was done by 
Caspary ** in several instances, they failed to acquire the disease. But 
with the advent of the Wassermann test the chief argument in support 
of the theory of direct paternal transmission has fallen to the ground, 
for it has been shown that 95 per cent. of these mothers have a posi- 
tive Wassermann reaction, and Baich, Trinchesse and Weber “con- 
stantly found spirochaetae in the maternal portion of the placenta and 
in the intervillous spaces even in negatively reacting women.” ** With 
these revelations the pendulum has swung around so that the great 
majority of present day authorities believe that all mothers of syphilitic 
infants have the disease themselves and that transmission to the off- 
spring is solely a question of placental infection. 

There are those, however, who still maintain that the disease may 
be conveyed by direct germinal transmission from the father. Some of 
the advocates of this view are not willing to accept the Wassermann 
reaction as a deciding factor, and they even deny the diagnostic relia- 
bility of the test. As an illustration, take the following quotation from 
Wile,’® who claims that the majority of congenital syphilitic children 
receive their infection directly from the father: 


It is an accepted fact that there is an interchange of immune substances 
between the maternal and fetal circulation. A Wassermann positive mother, 
therefore, may receive her complement binding substance by filtration of these 
substances through the placenta, from her infected product of conception. 


This theory, first set forth by E. von During,” not only involves 
the erroneous assumption that the Wassermann reaction indicates the 
presence of immune bodies, but also is inconsistent with numerous 
well established facts. 

The substance that gives the Wassermann reaction is not a specific 
immune body. The presence of the specific immune body of syphilis 
is elicited by the luetin reaction, and the Wassermann reaction is never 
regarded as an indication of immunity, but rather of the presence of 
active syphilis that needs further treatment. When the patient is in a 
state of cure his Wassermann reaction is negative, but the luetin reac- 
tion may be positive. 

Furthermore, even if we should admit that the substance in the 
blood causing the Wassermann reaction is an immune body, the 

18. Caspary, quoted from Holt, L. Emmet: The Diseases of Infancy and 
Childhood, New York, D. Appleton & Co., 1906, p. 1108. 

19. Wile, U. J.: Some Observations on the Transmission of Syphilis with 
Particular Reference to a Paternal Source of Infection, J. Cutan Dis. 34:645 
(Sept.) 1916. 

20. Von Diiring, E.: Monatschr. f. prakt. Dermat. 20:245, 1895. 
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immunity conferred on the mother, according to this theory, would be 
a passive one and should disappear shortly after the supply from the 
fetal blood is removed, which, as is well known, does not happen. On 
the contrary, women who give birth to syphilitic children remain 
Wassermann positive indefinitely. 

And here it may be interesting to recall those cases in which simul- 
taneous examination of specimens of the mother’s and children’s blood 
reveals in the former positive and in the latter negative reactions. 





Fig. 9—Spleen: Pulp replaced by proliferated reticular cells, plasma cells 
and endothelial leukocytes, many of which are engulfing lymphocytes. 


For example, it has been demonstrated repeatedly that syphilitic infants 
born of Wassermann positive mothers may give negative Wassermann 
and luetin reactions. DeBuys and Maud Loeber, *' in a study of found- 
ling children with the view of determining the incidence of congenital 
syphilis, found negative Wassermann reactions in 106 children ranging 


21. DeBuys, L. B., and Loeber, Maud: Study in a Foundling Institution to 
Determine the Incidence of Congenital Syphilis, J. A. M. A. 73:1028 (Oct. 4) 
1919, 
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in age from 1 month to 6 years, and these investigators claim to have 
proven that eighty-six of these children were syphilitic. The objection 
may be raised that the routine medical care of the new-born in this 
institution is the administration of gray powder, but in spite of this fact 
I feel that those who have had experience in the treatment of syphilis, 
especially the congenital type, will be inclined to share the opinion that 
a few doses of gray powder are not sufficient to change the Wasser- 
mann reaction. Kolmer ** reports negative reactions in fifty-seven of 


Fig. 11.— Section of meninges showing spirochetes; silver impregnation, 
Levaditi’s method. 


eighty-eight children born of syphilitic mothers and examined at birth. 
Of those giving a negative reaction, forty-two showed no symptoms 
of syphilis during a period of three months of observation. Two died 


with evidence of syphilis in the internal organs and thirteen developed 


22. Kolmer, John A.: Infection, Immunity and Specific Therapy, Philadel- 
phia, W. B. Saunders Co., 1917, p. 489. 
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Fig. 12.—Section of meninges showing outer layer of acute inflammatory 
exudate superimposed on the specific proliferative meningites. 
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symptoms atter birth and gave positive reactions. Weber ** also found 
a large number, about 50 per cent., of syphilitic infants giving a 
negative Wassermann reaction, and Dr. Sweeny,** who has been kind 
enough to consult for me the records of the New York Foundling Hos- 
pital, frequently finds the coincidence of negatively reacting children 
and positive mothers. In these circumstances the mothers could not 
have received either immune bodies or the elements that produce the 
Wassermann reaction from their unborn children. 

In opposing the view that the fetus receives the disease from the 
mother by way of the placenta, Wile *® states that “Clinical evidence 
shows bacterial infection through the placenta to be rare, that the fetal 
blood is not ordinarily infected in sepsis of mother, and this is true not 
only of ordinary infections, but also of typhoid, malaria, septicemias,” 
etc., and therefore, by analogy he argues that spirochetes rarely pass 
from the maternal blood to the fetus unless there is a break in the 
placental circulation, such for instance as that which occurs at the time 
of birth. In answer to this it may be said that we should not carry 
reasoning by analogy too far. Congenital tuberculosis, for example, 
by whatever mode of transmission, is rare; congenital syphilis, 
on the other hand, is common. Consequently, we must draw 
our conclusions from observations made on cases of syphilis of which, 
unfortunately, we have an abundance. Fournier,*® who admits the 
fact of germinal transmission through the father, in his extensive 
tables gives statistics which show that transmission by the mother 
alone is more than twice as frequent as is the so-called paternal trans- 
mission. Thus when the transmitter is the father alone the morbidity 
(“Nocivite”) is 37 per cent.; when the transmitter is the mother alone, 
the morbidity is 80 per cent., and when both parents are syphilitic the 
morbidity is 92 per cent. 

Wile’s claim that syphilis of the maternal side of the placenta is 


practically unknown is not supported by the experience of other 
observers. Weber ** states that not only are the lesions on the maternal 
side of the placenta, but also that spirochetes are invariably found in 
the maternal blood, and Trinchesse and Weber ** have demonstrated 


23. Weber, F.: Die Syphilis im Lichte der modernen Forschung, Berlin, 
5. Kargor, 1911. 

24. M. J. Sweeny is house physician of the New York Foundling Hospital. 

25. Fournier, A.: L’héredité Syphilitique Lecons Cliniques recueillies et 
rédigees, p. 421. 

26. Schindler, quoted from Die paterne Uebertragung der Syphilis auf die 
Nachkommenschaft, Eine kritische Untersuchung, Arch. f. Dermat u. Syph. 
113: O. 935, 1912. 
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histologically the passage of the organisms from the maternal blood 
spaces through the syncytium, thus proving the migration of spiro- 
chetes from mother to child. 

It would seem, therefore, that there is a convincing array of facts 
in support of the theory that at least in the great majority of cases 
of congenital syphilis the mode of transmission is through the mother. 
Nevertheless, we are still confronted with the difficulty of explaining 
the route of infection in a small percentage of cases of mothers (about 
5 per cent.) bearing syphilitic offspring in whom there is not a par- 











Fig. 13.—Section of adult syphilitic meninges showing gumma, typical 
Langhans’ giant cells and perivascular round cell infiltration. 


ticle of evidence of the presence of syphilis on the basis of either clin- 
ical or laboratory findings. Veeder ** observed six such cases over a 
period of ten years, and Fordyce ** refers to cases observed after thirty 
years, in some of which syphilitic children were born during the obser- 
vation period. 


27. Veeder, Borden S.: Hereditary Syphilis in the Light of Recent Clinical 
Studies, Am. J. Med. Sc. 152:522, 1916. 

28. Fordyce, John A.: The Diagnosis and General Treatment of Syphilis, 
Am. J. Med. Sc. 152:469 (Oct.) 1916. 
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THEORETICAL POSSIBILITIES IN PATHOGENESIS OF CON- 
GENITAL SYPHILIS 

In seeking an explanation of this difficulty, it may be well to dis- 
cuss briefly a number of theoretical possibilities in the pathogenesis of 
congenital syphilis. 

1. The spirochetes may be introduced and commence to multiply in 
the germinal stage of development (roughly, up to the formation of 
the first rudiments of the embryo). In such a case there would be 
formed metabolic products from the life and multiplication of the 
organisms which would have some effect on the life of the embryo, 
and we must be guided by the results of experimental work in estimat- 
ing what the nature of this effect would be. It is the consensus of 
opinion among embryologists whom I have consulted that any infection 
occurring in this stage would produce death of the embryo with sub- 
sequent abortion, or monstrosities. Trinchesse ** points to experiments 
of a number of authors (Samasa, Spemann, Driesch, Roux and 
Kopsch) who succeeded in demonstrating that even in the lower ver- 
tebrates destruction of even a single blastomere was sufficient to inhibit 
the development of the embryo, or to result in anomalous development. 
Stockard,*® by treating the fertilized eggs of the common minnow 
(Fundulus) with solutions of magnesium chlorid produced as high as 


50 per cent. of cyclopean monsters of. various degrees of abnormality. 
Stockard *' says that any interference before the stage of gastrulation, 
which retards for a time the rate of development, results in the pro- 
duction of twins or other anomalies. Similar treatment of the sperma- 
tozoa with chemicals results in abnormal development of eggs subse- 


quently fertilized. 


There can be no doubt that if a spermatozo6n is actually affected by a direct 
chemical treatment, the egg which it fertilized will develop more or less abnor- 
mally. The radium and roentgen-ray experiments of Bardeen and Hertwig, 
as well as fertilization by foreign spermatazoa, give conclusive evidence on 
this point (Stockard and Papanicolau™). 


In the early part of this stage the ovum is uncovered by decidua, 
and this is the only period in which a spirochete from the father could 
reach the ovum without traversing maternal tissue. We can readily 
admit the possibility of such a mode of infection, but we must believe 


29. Trinchesse, quoted from Weber. 

30. Stockard, Charles R.: The Influence of External Factors, Chemical and 
Physical, on the Development of Fundulus heteroclitus, J. Exper. Zool. 4: 
165, 1907. 

31. Stockard, Charles R.: Personal communication. 

32. Stockard, Charles R., and Papanicolau, George N.: Further Studies on 
the Modifications of the Germ Cell in Mammals. The Effect of Alcohol on 
Tested Guinea-Pigs and Their Descendants, J. Exper. Zool. 26:119 (May) 1918. 
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that the result would be as above stated and not the production of 
what we mean by congenital syphilis. Indeed, early abortion, mon- 
strosities and “dystrophies” have been traditionally ascribed to syph- 
ilitic parentage, both paternal and maternal, but these things are not 
“syphilis”—they are not even specific results as they are as readily pro- 
duced by other causes. 


Fig. 14.—Section of lung from normal fetus (see text). 


As an illustration of the continuously accumulating clinical evidence 
against such early or germinal infection the following quotation from 
Williams ** is worthy of note: 


Syphilis is usually mentioned as one of the most frequent factors concerned 
in the production of abortion. In my experience it plays but little part during 
the first half of pregnancy, but, on the other hand, it constitutes the most 
important single factor in the etiology of premature labor. Additional proba- 
bility is lent to this view by the fact that all observers agree that spirochetes 
are not present in the tissues of fetuses expelled by syphilitic mothers during 
the first half of pregnancy, but are found with increasing frequency in each 
successive month of the second half. 


33. Williams, J. Whitridge: Obstetrics, New York, D. Appleton & Co., 1917, 
p. 662. 
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2. The spirochetes are introduced and begin to multiply in the 
embryonic stage, i. e., roughly the period before the completion of the 
development of the various organs. In this case the infective organism 
would have to pass through maternal tissue in order to reach the 
ovum, and if the mother escapes infection, we must assume a pure 
accident or a natural immunity on her part. But here, as in the germ- 
inal stage, established facts lead us to believe that the result of infec- 
tion would not be congenital syphilis, but anomalies or malformations 
of the organs. This is well illustrated by the results of experimental 
injuries to the developing heart. Loeb** has demonstrated experi- 
mentally the effect of injury to the heart on development, and 
Knower,** who worked with frog tadpoles, has confirmed Loeb’s obser- 
vations proving that mechanical or chemical injuries to the heart of 
embryos cause malformations. In answer to those who say that con- 
genital heart lesions are cases of purely passive failure of develop- 
ment, it can be said that such a conception is unscientific and at least 
many of the cases bear the distinguishing marks of fetal endocarditis. 
From such observations we are justified in concluding that an infection 
of the fetus before its organs are formed would necessarily produce 
some disturbances or anomaly of the organs affected. There is no 
evidence of such results in cases of congenital syphilis. The mor- 
phologic picture is that of fully developed organs reacting to injury in 
the same manner as in adult disease. In Figure 14 we have a picture 
of a lung from a normal fetus of 4 months’ development. As yet the 
air cells are not developed. The lung parenchyma consists of bron- 
chial tubes with three or four tubular branches. If we imagine spiro- 
chetal infection in such a lung with the amount of anatomic change 
shown, for instance, in the lung of the case of congenital syphilis — 
shown in Figure 5—it is difficult to imagine how the development of 
the air cells could proceed to the perfection shown in the latter case. 
So it is in the case of all tne organs affected, and I think this is strong 
morphologic proof that infection of the embryo in the present case at 
least took place after the organs were fully developed, and this would 
seem to hold good for the great majority of cases. 


3. The spirochetes are introduced and multiply in the fetal stage, 
i. e., after the formation of the organs. This is the stage in which, 
in view of the facts stated above, we must believe that the spirochetes 
at least begin to multipy and give rise to inflammatory reaction on the 


34. Loeb, J.: Ueber die Entwicklung von Fisch-Embryonen ohne Kreislauf, 
Arch. f. d. ges. Physiol. 54:28, 1893. 
35. Knower, H. McE.: Effects of Early Removal of the Heart and Arrest 


of the Circulation on the Development of Frog Embryos, Anat. Rec. (Am. J. 
Anat.) 1:161, 1906-1907. 
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part of the fetal tissues. In the latter part of the period after the 
decidua reflexa has been absorbed (about the sixth month) we can 
conceive of the spirochetes as coming directly from the father, pene- 
trating the amnion, the amniotic fluid, and thence going to the 
fetus by way of the gastro-intestinal tract. By analogy some basis 
of fact is given to such an hypothesis by the recent researches of 
Winter, Menge and Walthard,** in which they find the fetal mem- 
branes a frequent nidus for the growth of ordinary bacteria which 
pass thence through the amniotic fluid into the mouth of the fetus. At 
this late period, then, we can conceive of paternal transmission resulting 
in genuine congenital syphilis without necessarily causing infection of 
the mother. Facts of any great weight, however, in support of this 
view are not available. 

4. The spirochetes are introduced but do not multiply in the germ- 
inal stage. They lie latent throughout the germinal and embryonic 
phases of development, but do not multiply and give rise to tissue 
reaction until the fetal stage. This is the old theory of “latency” 
referred to by Ballantyne * in his excellent work on Antenatal Path- 
ology, as a necessary implication “if we are to accept the hypothesis 
of germ and sperm infection with syphilis.” This period of latency 
is regarded by some as equivalent to an “incubation” period. It must 
be remembered, however, that the true meaning of “incubation” 
involves the multiplication of the organisms. Another conception is 
that of an inactive “larval” stage, or as recently resurrected by Wile, a 
“granular” stage. The classic fact used in support of this theory is 
that it has been demonstrated experimentally that tubercle bacilli 
introduced into the hen’s egg may apparently remain latent in the 
embryo chick, setting up tuberculosis only after the chick has left the 
egg. This solitary and perhaps somewhat doubtful experimental suc- 
cess has been a long time awaiting fellow facts to support it, and it 
seems a slender thread of evidence beside the counter experimental 
evidence quoted above. 

5. We may conceive, as Boulengier ** did, that the mother really 
contracts syphilis, but that all the strength of the virus is exerted on the 


very active organs of the fetus (placenta included), which are as it 


were a most favorable culture medium for it. According to some such 
view, spirochetes could multiply in the maternal tissues during the 

36. Winter, Menge and Walthard, quoted from DeLee, Joseph B.: The 
Principles and Practice of Obstetrics, Philadelphia, W. B. Saunders Company, 
1918, p. 842. 

37. Ballantyne, J. W.: Antenatal Pathology and Hygiene: The Fetus, Edin- 
burgh, 1902, p. 245. 

38. Boulengier: Jour. d. mal. cutan. et syph. 7:722, 1895. 
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germinal and embryonic stages and reach the fetus in the fetal stage 
where at least the great bulk of the tissue reaction would take place. 
There is a reaction on the part of the maternal tissues, but it is very 
mild and escapes all tests for clinical detection. That such mild degrees 
of syphilis—so-called “latent”—do exist is proved by many clearly 
established facts. It is now well. known that the Wassermann test fails 
in a large number of cases of latent syphilis. Warthin® has found 
the incidence of latent syphilis in about one-third of adult necropsies, 
and many of these cases gave a history of negative Wassermann reac- 
tions and negative clinical findings. In a certain number of the cases, 
spirochetes were demonstrated in such organs as the heart, aorta and 
testes, without producing any apparent reaction. As Warthin expresses 
it, only the necropsy reveals that these people are “spirochete carriers,” 
and have a latent infection of very low virulence. Furthermore, 
Symmers, Darlington and Bittman,** not infrequently at necropsy have 
found positive evidence of syphilis in the vascular system, liver and 
spleen in cases in which there were negative Wassermann reactions 
and negative clinical histories. And recently Fraser *° has encountered 
evidence of syphilis of the coronary artery at necropsy in cases in 
which the Wassermann reaction had been persistently negative and in 
which all clinical evidence of syphilis had escaped detection. 

In the light of these revelations, and especially when they are con- 
sidered with the biologic and morphologic evidence set forth in the 
preceding pages, it must be evident that there is little justification for 
the hypothesis that the syphilitic children of these mothers received 
their infection by germinal transmission from the father. 

The occasional occurrence of apparently healthy mothers giving 
birth to infected children by syphilitic fathers, and subsequently giving 
birth to healthy children by fathers free from syphilis, has long been 
used as an argument in support of the theory of infection by paternal 
germinal transmission, but this argument is counteracted by the fact 
that a known syphilitic mother, after giving birth to a syphilitic child, 
may subsequently bear healthy children. There is another group still 
more rare in which syphilitic children are born of parents neither of 
whom have ever shown either clinical or serologic evidence of syphilis. 
It is possible that here we may be dealing with congenital infection 
totally unrecognized by the patient. Many cases of congenital syphilis, 
especially in women, run an unrecognized latent course sometimes 
throughout a lifetime. 





39. Symmers, Douglas, Darlington, Charles G., and Bittman, Helen: The 
Value of the Wassermann: Reaction as Indicated by Postmortem Investigation 
in Three Hundred and Thirty-One Cases at Bellevue Hospital, J. A. M. A. 


70:279 (Feb. 2) 1918. 


40. Fraser, Alexander: Personal communication. 
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SUMMARY 


1. The case here reported is one more to be added to those of 
apparently nonsyphilitic and immune mothers bearing children that 


have been proved syphilitic. 

2. From a review of antenatal pathology and embryology and the 
morphologic evidence in this case, as indeed in all cases of congenital 
syphilis, it would appear that infection takes place only after the fetal 
organs have been formed — a fact which excludes the theory of germ- 
inal transmission unless we assume a practically unsupported theory 
of “larval inactivity” of the infecting organism. 

3. From the facts reviewed the most plausible explanation of the 
5 per cent. residue of nonsyphilitic and immune mothers of syphilitic 
children is that these mothers have a mild, low grade form of syphilis. 

68 West Fifty-Fifth Street. 
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Myiasis dermatosa is an affection of the skin caused by the develop- 
ment of larvae deposited, probably by mosquitoes, in the skin of the 






animal and human body. The disease is of sufficient rarity in our 





community to warrant the record of our case. 










REPORT OF CASE 
















History —B. W., aged 24, applied for treatment, Aug. 13, 1914. He stated 
that he came for the removal of larvae from his skin, probably the result of 
fly bites acquired during a visit in Yucatan, from whence he had just returned. 
He was in splendid health, except for the skin affection. 

The two lesions he presented appeared about six weeks before as two 
small red nodules, slightly pruritic but not painful. One was situated in the 
median line of the back over the last lumbar vertebra and the other, 3 inches 
to the right and 2 inches higher, in the right lumbar region. About a week 
previously each lesion had developed a necrotic center from which there was 











exuding a thin mucopurulent discharge. 

At a glance each lesion resembled an ordinary furuncle with a small cen- 
tral necrosis. The lesions were red, inflamed, and about the size of a walnut. 
Close inspection revealed a moving organism which constantly plugged the 
necrotic opening in each lesion. The openings were about 14g inch in diameter. 
Inserting a probe gently caused the organisms to recede suddenly, apparently 








leaving a hollow round cavity, but, as soon as the probe was withdrawn, they 
immediately reappeared at the opening. The only discomfort the patient suf- 
fered was pruritus, slight pain on pressure, and great mental discomfort from 







the knowledge of their presence. 






Treatment.—An incision was made under local anesthesia and each of the 
lesions yielded a large larva. Unfortunately they were both slightly ruptured 
during removal. The lesions were entirely healed within a week and he had 
no further trouble. An easier method of destruction would have been the 
application of pure carbolic acid in the necrotic opening. 

Blood Count.—A white blood count was made on the day of the first exam- 
ination and again fifteen days after removal of the larvae. The total count 









* Studies, reports and observations from the dermatological departments of 
the Barnard Free Skin and Cancer Hospital and the School of Medicine, Wash- 
ington University, St. Louis, Mo., U. S. A., service of Drs. M. F. Engman and 
W. H. Mook. 
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was not changed, being about 10,500 at both times, but the differential count 
is submitted as a matter of interest: 


DIFFERENTIAL WHITE BLoop CELL CouNT 





/ Date qa 
8/13/19 8/27/19 
Before Removal, After Removal, 

Per Cent. Per Cent. 

Polymorphonuclears 75 

Transitionals 

Large mononuclears.......... 

Lymphocytes 

Eosinophils 

Basophils 


The point of interest in the blood picture is the reduction of eosinophils 
from 5.5 per cent. to 2.5 per cent. fifteen days after the removal of the larvae. 





Fig. 1.—Larvae, Dermatobia hominis, removed from myiasis tumors—about 
actual size. 


ETIOLCGY OF THE DISEASE 


The patient dictated this statement regarding the affection and the 


country in which he acquired it: 


This worm is coloquially called the beef-worm and appears in the western 
part of the peninsula of Yucatan—Teratorio de Quintana Roo—Mexico, in 
British Honduras, and further south, I judge, through all the mahogany ‘country. 
It seems to appear in, or on, people engaged in mahogany camps and corre- 
lated works, and in the cattle used in the work. People who live in the 
larger towns and who do not visit the works in the bush, are seldom, if ever, 
attacked. 

The popular belief as to the cause is that they are larvae from the eggs 
deposited by one of the many flies that infest the cattle camps; it is also 
claimed that men who wear woolen jerseys are most susceptible. Both of these 
claims are disputed and the latter really seems to be untenable, but probably 
gained credence through the fact that so many of the men wore jerseys in 
the bush all the time. The former theory seems to fail under the fact that 
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many people develop beef-worm in places where it would be almost impos- 
sible for flies to bite, that is, under the belt, etc., as each man gets under 
his net as soon as his clothes are removed. In my own case, I was in a 
mahogany camp but three or four hours and removed no part of my clothing 

To my knowledge, one has never been allowed to develop beyond the larval 
stage but the general belief is that they will turn into flies if permitted to 
develop. The community knowledge is that there seems to be no limit as to 
the number of the larvae that can appear on a man and they may appear on 
all parts of his body. On some persons they seem to have only a slight effect, 
as in my own case; about the only evidence they gave of their presence, aside 








Fig. 2.—Furuncle-like lesions as seen the day after the removal of the larvae. 


from the marks on the skin, was occasional itching. On other people I have 
seen them have a very different effect. The places swell up and may become 
extremely painful. Usually the natives pay very little attention to them and, 
outside of the few minutes of actual pain while taking them out, they do 
no harm. 

The usual method of removal is by placing a tobacco leaf or a piece of 
adhesive plaster over the hole at night thus killing the larva and then, by 
pressure, taking it out in the morning. 


Both larvae were sent to Dr. Frederick Knab, U. S. Department 
of Agriculture, Bureau of Entomology, U. S. Natural Museum. He 
replied : 
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I have shown the larva to Dr. C. H. T. Townsend, our specialist in 
muscoidean flies, and he tells me that it is the third (last) stage larva of 
Dermatobia hominis (Linnaeus Jun., 1781). This species is frequently men- 
tioned in the literature under the names Dermatobia cyanivantris (Macquart, 
1843) and Dermatobia noxialis (Goudot, 1845); all three names refer to the 
same insect, the oldest one being the proper one to use according to the rule 
of priority. 

This fly, in the larva state, is a natural parasite of mammals and has been 
reported from a considerable number of different hosts. In some of the cattle- 
raising sections of the American tropics this parasite by its frequent infesta- 
tion of cattle causes considerable economic loss, the hides being greatly depreci- 
ated in value by the numerous larval perforations. Infestation of man is a 
common occurrence in the tropics, and a considerable number of larvae, each 
in its own tumor, may occur in one individual. In the natural course of events, 
larvae infesting man are extracted and destroyed. However, a few years ago, 
one of our men, having become infested in Panama, allowed a larva to remain 
in his arm until mature and he succeeded in rearing a fly from it (see August 
Busck: “On the Rearing of a Dermatobia hominis Linnaeus,” Proc. Entom. 
Soc. Wash. 14:9, 1912). This specimen agrees in every respect with others 
reared from cattle, so the idea, at one time prevalent, that there is a species 
peculiar to man cannot be entertained. 

The larvae always occur in cysts just beneath the skin, communication with 
the outer air being maintained through a small perforation; through this open- 
ing the larva protrudes its attenuated posterior end on which are located the 
spiracles or breathing organs. Infestation may occur on almost any part of 
the body surface, and is not induced by a previous lesion but occurs in per- 
fectly healthy individuals with unabraded skin. The mode of infestation has, 
until quite recently, been quite unknown, but it now appears that it occurs 
through the mediation of a mosquito. The eggs are attached to the body of 
the mosquito and hatch while the mosquito is sucking the blood of the future 
host. I forward a recent paper of mine that reviews this phase of the subject. 


Dermatobia should not be confused with the “screw-worm fly” (Cochliomyia 
macellaria Fab.) and others of similar habits. These latter are attracted to open 
sores, bloody or ill-smelling discharges of nose, mouth, etc., and their larvae 
are to be considered scavengers rather than parasites. In fact, they oviposit 
as readily in putrid substances and on cadavers as in the sores of living 
animals. 

Dr. Knab’s statement that the mode of infestation occurs through 
the mediation of the mosquito is new and interesting. He states that 
“the eggs are attached to the body of the mosquito and hatch while the 
mosquito is sucking the blood of the future host.” In an admirable 
paper on “Egg-Disposal in Dermatobia Hominis,”* he relates the 
experiments proving the assertion. Dr. Townsend, discussing his 
paper, suggested “that the female Dermatobia was probably led, 
through an olfactory tropism, to oviposit upon the body of the carrier; 
that the eggs were incubated in the uterus and contained the fully 


1. Knab: Egg-Disposal in Dermatobia Hominis, Proc. Entom. Soc. 18:179, 
No. 3, 1916. 
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formed maggot at the time of deposition; that the maggot was led, 
through a positive thermotropism, to escape from the chorion at the 
time that the carrier imbides a meal of warm blood; and that the 
maggot is unable to penetrate thick skin itself, but must enter the punc- 
ture made by the carrier, being perhaps guided thereto by the odor of 
the serous exudation following the withdrawal of the carrier’s pro- 
boscis.” 

The patient’s statement that the worm is colloquially called “beef- 
worm” coincides with Dr. Knab’s opinion that the larvae we sent to 
him for examination agrees in every respect with others reared from 
cattle, and therefore the species is not peculiar to man. Strauch? 
reports a similar case with literature and discussion of its occurrence 


in animals, 


2. Strauch: J. Cutan. Dis. 34:522, 1916 








PURPURA ANNULARIS TELANGIECTODES 
(MAJOCCHI’S DISEASE)* 


LUDWIG WEISS, M.D. 
Chief of the Skin and Genito-Urinary Service, Stuyvesant Polyclinic; Con- 
sulting Dermatologist, Hebrew Orphan Asylum and St. Marks 
and People’s Hospitals 


NEW YORK 


In 1887, Majocchi for the first time observed, and in 1896 for the 
first time published, a report of a hitherto undescribed dermatosis, 
“purpura annularis teleangiectodes,” and enlarged on it, in 1898, in 
the Archiv fiir Dermatologie und Syphilis, as a contribution to the 
Festschrift for Pick. In a memoir to the Royal Academy of Sciences 
of Bologna, in 1904, he collected reports of his cases, seven in all, and 
published them in book form in honor of Pick’s anniversary. In 1912, 
at the International Congress of Dermatology and Syphilis at Rome, 
he reported a further series of six cases,’ so that the first observer 
of this unrecorded skin malady had a collection of thirteen cases to 
report within a period of twenty-five years. 

This rather small number evidences the comparative rarity of the 
disease. It was fully eight years before another observer, Brand- 
weiner, published an exhaustive paper based on a case presented two 
years previously at a society meeting, including two new cases. The 
attention of dermatologists was now awakened and reports soon fol- 
lowed by Arndt, Herxheimer and Kohler, Balzer and Galoup, Vignolo- 
Lutatti and other observers, up to 1914. In 1912, Brandweiner and 
Lindenheim, in critical papers, contributed largely to the study of this 
interesting skin affection; but by far the most valuable contribution 
to this subject was rendered by George M. MacKee? of New York, 
who in 1914 and 1915 made a profound study of this disease entity, 
of which thirty-eight recorded cases, including his own, were known, 
and published it in a monograph which, as to completeness of illum- 
inating features, critical review of all hitherto observed cases, and 
complete bibliography, is the most classical exposition of this topic and 
a fountain-head for future investigators. 


* Read before the forty-second annual meeting of the American Dermato- 
logical Association, held at Atlantic City, N. J., June 16-18, 1919. 

1. Majocchi: Tr. VII, Internat. Cong. Dermat. and Syph., Rome, 1912, p. 818. 

2. MacKee, George M.: Purpura Annularis Teleangiectodes, Monograph in 
Three Parts, J. Cutan. Dis. 33:129, 186 and 280 (March, April, May) 1915. For 
a complete bibliography the reader is directed to this article. 
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In the present paper I shall present two cases, one of about two 
years’ the other of about one and one-half years’ standing. They 
possess, both clinically and histologically, the main classical features 
set-down by Majocchi. They deviate, as will be noted later on, in 
minor details, or show them in a less conspicuous manner. I shall 
endeavor to plead for a broader view of the dermatosis, by no means 
in a destructive but rather in a constructive manner. In accepting 
the diagnosis, one should consider that though there is a lack of well 
developed annular arrangement of the lesions, or well developed 
atrophy, there is the achromia and alopecia of the affected parts as 
well as other clinical and histologic features to demonstrate amply 
their identity with the dermatosis in question. 

We cannot in reason expect a perfect conformity of symptoms 
to exist in any disease-type, which would in every instance tally with 
the description given by the first observer. A syndrome is not immu- 
table; it may change in the direction of a plus or minus, part of it 
may be wanting entirely or may be slightly manifested, or one or the 
other of its component parts may outshine the others and stand out 
prominently. There are, however, in all such cases of this dermatosis, 
enough of the classical features to assure them the right to be included 
under the category of purpura annularis teleangiectodes. 


OF 





REPORT CASES 





Case 1.—History—A man, aged 53, a Russian, residing in the United States 
four and one half years, and married thirty years, father of five children, all 
of them well, presented a negative family history, and had always been well up 
to the beginning of the present affection, which had lasted about two years. 
On the anterior portion of the lower half of the left leg, the patient had noticed 
a patch the size of a silver quarter; it was bluish, dry, not raised, and was 
unaccompanied by any symptoms. There were no rheumatoid pains and no 
enlarged veins present at that time. (The patient was very definite about the 
last statement.) Within a month, a similar patch, at about the same location, 
appeared on the right leg. He went to a dispensary and was treated with 
ointments, but in spite of treatment the area spread in size and new lesions 
appeared during this time. At the end of about six month, enlarged veins 
began to appear on both legs; first on the right, later on the left. The general 
condition of the patient at the onset of the present condition was absolutely 
negative. At no time had the lesions ever entirely disappeared. The patient 
stated that there was a.quarter-sized, bluish patch on the left leg for about three 
months. After treatment for about five or six months, the patch became sensi- 
tive and itchy. Minute reddish spots varying in size from a pin-point to a 
pin-head began to appear about the original lesion, extending to the middle of 
the leg. These spots slowly turned brown, and for the past five months had 
been gradually turning yellowish. Those on the middle of the leg were 
entirely gone, only a dark brown discoloration marking the site of the previous 
lesions. For the past three months no new lesions had appeared; at no time 
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was there any inflammation, infiltration or hyperemia present, ner were there 
any ulcers present at any time. 

Examination.—The patient, a man of small stature, was moderately well 
developed, of good musculature and a moderate amount of fat, and with a 
healthy color of the skin and mucous membranes. There was no adenopathy; 
the superficial veins were moderately well developed throughout. Extensive 
follicular keratoses were present all over the body; on the legs these were 
scant except on the upper part where the keratoses intermingled, though dis- 
tinctly separated from the lesion to be described. The chest, abdominal organs 
and urine showed nothing pathologic. The Wassermann and tuberculin tests 
were refused. The patient denied any infection and did not remember having 
had any of the diseases of childhood. He had not been sick and did not com- 
plain of any illness. 

On the lower third of the anterior surface of the left leg there was an 
irregularly circular patch, about 3 inches in diameter, mottled in appearance 
and predominatingly dark brown, containing an aggregation of discretely 
scattered or grouped dark red to dark brown spots, varying in size from a 
pin-point to a pin-head, which did not disappear on glass pressure. Some of 
them, on closer observation, showed a minute network of dilated capillaries. 
In putting the skin on the stretch there was a noticeable tendency for some of 
these spots to be arranged in circles and half-circles, and some coalesced to 
form irregular groups. In the centers of these circles and half-circles the 
skin was smooth and easily wrinkled, and when a fold was raised it was felt 
to be thinner than its surroundings. Some of these minute lesions were pal- 
pably raised above the surface of the surrounding skin. In the center of this 
area was a scar marking the site of a biopsy. In this scar area were a number 
of slightly raised, pin-head to pin-point sized, reddish elevations, the color of 
which did not disappear on glass pressure, almost resembling the apple-jelly 
nodules of lupus, though smaller, less succulent and somewhat redder in tone. 

The margin of the patch described above was not sharply circumscribed but 
shaded off into the surrounding skin, extending down to and over the inner 
malleolus, less so over the external malleolus. Here we found minute reddish 
spots on normal, not inflamed nor discolored skin; these spots did not dis- 
appear on pressure. 

Between the Achilles tendon and the internal malleolus, the skin was dis- 
colored in patches, yellowish, with a light brown tone, containing numerous pin- 
point to pin-head sized spets which by coalescence showed a tendency in places 
to slight configuration. Directly under the malleolus was a distinct annular 
lesion, composed of similar elements; on stretching the skin in this region, one 
could notice with a lens, an extremely fine network of blood vessels. 

Above this primary area, occupying the middle and lateral surfaces of the 
leg, there were innumerable reddish dots, extending to the patella and over it, 
and downward over both malleoli. Posteriorly, from the insertion of the 
Achilles tendon, extending over the calf and well up to the popliteal space and 
invading the whole circumference of the whole lower half of the thigh, there 
were also a number of patches composed of innumerable brown red spots; some 
of them involuting with a change of color to yellowish brown, and with a 
tendency to circle and half-circle formation. These spots, in the area of 
yellowish discoloration, were not palpable, while the multitude of discrete puncta 
on the anterior surface were palpable as well as visible, and distinctly separated 
from the follicular keratosis mentioned before (Fig. 1). 
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Fig. 1—Lesions in Case 1. 
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On the inner surface of the leg and lower half of the upper part of the 
thigh, these discrete puncta were similarly found in groups, showing a tendency 
to incomplete circular arrangement. There were no lesions on the trunk or 
upper extremities. 

The lower third of the right leg, starting above the malleoli and upward 
toward the midcalf, posteriorly, showed a brownish-yellow discoloration, espe- 
cially on the inner surface. Within the area just outlined were innumerable 
puncta, reddish yellow on the external surface, while on the inner surface they 
were reddish blue. The color disappeared on pressure. These puncta were 
only visible, not palpable, while on the upper portion of the leg, where there 
were innumerable discrete and slightly annular lesions, situated on more or less 
normal skin, they were palpable as well as visible. On both sides of the 
Achilles tendon, near its insertion, were a few of these scattered puncta. 
Scattered throughout the dark-brown, discolored areas of the middle of the legs, 
there were a few penny-sized, whitish, circular patches, of which I shall speak 
later on (Fig. 2). 

Case 2.—History—A woman, aged 44, Russian, married, with no history of 
any special previous illnesses, had had the eruption about one and one-half years. 
The affection began on both legs; on the lower third of the anterior surfaces 
she noticed a group of reddish spots, varying in size from a pin-point to a 
pin-head, situated on normal skin. In the course of a few months the lesions 
began to fade and the surrounding skin turned yellow, with new similar lesions 
appearing above and extending upwards to the middle of the leg. The patient 
did not complain at the time of onset, but now complained of itching. The 
general condition of the patient was good and the internal organs were nega- 
tive. In this case, also, a Wassermann and tuberculin tests were refused after 
the biopsy was made. 

Examination—On the anterior surfaces of both legs, involving the middle 
and lower thirds, the skin showed a yellowish discoloration with numerous 
minute, in places grouped, mostly discrete, reddish spots. The site of the 
original lesions showed only a yellowish discoloration. There was no brownish 
discoloration or any evidence of hemorrhage whatsoever. The reddish spots 
did not disappear on pressure. The patient had noticed, for the last few 
months, a tendency to develop superficial veins on the upper half of the legs, 
but these caused no discomfort. It is worthy of recording the fact that the 
varicosities began some months after the onset of the lesions under consideration. 


MICROSCOPIC REPORT 


In Case 1, three biopsies were made: (1) Group of minute, reddish, 
pin-point spots in apparently normal skin, representing the most recent lesions. 
(2) Group of slightly raised, reddish spots surrounded by moderately dis- 
colored skin (yellowish brown), representing fully developed lesions. (3) 
Site of previous grouped lesions, only yellowish discoloration present; repre- 
senting involuted lesions, part of area first involved when the disease began. 

In Case 2, one biopsy was made: Group of reddish spots on yellowish 


skin, representing developing lesions, though present for some months. , 


Low Power—lIn case 1 the section of group 1 shows dilatation of the 
lymphatics and edema of the entire corium, more marked in the upper part. 
There are more or less sharply circumscribed groups of vessels (small and some- 
what dilated) in the subpapillary zone, surrounded by a moderate amount of cell 
infiltration. The surrounding connective tissue is reticulated as well as 
edematous, especially about these groups of vessels. The epidermis appears 
thinned, the rete pegs and papilla are practically wanting. 
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Fig. 2—Right leg, Case 1. 
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In the section of Group 2 the lower corium the deep vessels just above the 
fatty tissue are dilated, the walls are somewhat thickened, and there is a mod- 
erate amount of perivascular edema. The perivascular lymphatic spaces are 
somewhat dilated. In the midcutis there is a group of closely aggregated, vari- 
ously sized, somewhat dilated vessels, showing slight edema and with no cell 
infiltration about them. (Here there is already evidence of telangiectasis in the 
communicating branches, between the lower and upper systems of cutaneous ves- 
sels.) In the upper cutis or subpapillary zone, there are groups of large numbers 
of vessels, some dilated; in some the lumen is almost occluded. The walls of a 
great many are swollen, in a few, thinned; all are surrounded by a well marked 


Fig. 3.—Location of pathologic process in upper corium, just beneath the 


epidermis. There is edema of the connective tissue and dilatation of some of 


the deeper vessels. 


cell infiltration, containing, in places, a large amount of pigment granules, the 
entire pathologic process lying within moderately edematous, reticulated con- 
nective tissue. In one place, surrounding a group of vessels, is an irregular 
space, with ragged walls; within this space are free blood cells and some pigment. 

In the deep corium the vessels are markedly thickened. In the midcutis 
very few vessels are present, and there is no tendency to group formation. 
In some areas the vessels can hardly be differentiated, on account of the 
number of infiltration cells. Those vessels.which can be seen, have appar- 
ently thickened walls. The upper lymphatics are all dilated; pigment 
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granules are few in number; the epidermis as a whole is thinned, with absence 
of rete pegs and papillae. The connective tissue, as a whole, in places appears 
somewhat condensed, so that the fat appears up half way to the epidermis. 
The connective fibers in places are somewhat reticulated. 

In the section of Group 3 the deep vessels are moderately dilated, their walls 
vary in thickness, but all are thickened. The connecting branches in the midcutis 
are dilated, the walls somewhat thickened and surrounded by dilated lymphatic 
spaces; no cell infiltration is present. In the upper cutis, across the entire 
section are groups of vessels, from two to five in each group; some are dilated, 
the walls apparently thickened; the connective tissue about them is reticulated; 


Fig. 4—Groups of vessels in upper corium surrounded by moderate amount 
of cell infiltration; dilatation of lymphatics and deeper vessels; edema of con- 
nective tissue and of epidermis. 


there is very little cell infiltration; the lymphatic spaces are all dilated. The 
connective tissue as a whole is edematous and appears fragmented. The epi- 
dermis as a whole is thinned; the rete pegs and papillae are wanting. 


High Power.—In Case 1, Group 1, the corneous layer is present throughout, is 
slightly thickened and has a tendency to lamination, especially in the depressions 
marking the probable sites of follicles. The keratohyaline layer is present 
throughout, and is composed of two layers of cells; the granules are very fine 
and difficult to distinguish. In the prickle cell layer in a few places there is 
evidence of moderate interstitial and parenchymatous edema; a few wandering 
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cells are present. The basal cell layer as a whole is disorganized, especially 
over the groups of vessels. The connective tissue in its subepidermic portion 
is finely reticulated, with a moderate degree of granular degeneration (very 
fine granules); the elastic fibers are fragmented, and for the greater part 
wanting. This granulated and reticulated appearance of the connective tissue 
is present about the groups of vessels, but in these areas there is more edema 
and dilatation of the lymphatics and spaces. The deeper connective tissue is 
edematous, the finer structure no longer distinguishable; the fibers appear more 
or less homogeneous and glassy. The lymphatics are dilated. The connective 
tissue cells are moderate in number in the upper part, and comparatively few 
in the lower part. 

Vascular Apparatus: One of the deeper vessels, of moderate size, shows 
its lumen narrowed down to a small crescent, in some of the sections; in others, 
the lumen is no longer present. It is occupied by a globular mass composed of 
connective tissue cells, with little interstitial substance, the cells apparently 
derived from the subendothelial connective tissue. The adventitia is moderately 
thickened, due to edema—endarteritis. 


Fig. 5.—Higher power of preceding illustration showing groups of vessels 


with their indistinct homogeneous wall, edema of the surrounding tissue 


Upper Plexus, in Subpapillary Zone: Lying within an edematous, reticulated 
connective tissue are groups of vessels of various sizes and varying numbers 
in each group, some close together, with small bands of reticulated, connective 
tissue between them. The lumen of some is markedly narrowed, owing to the 
edematous condition of the walls. The individual structural elements cannot be 
differentiated; they appear somewhat homogeneous and do not take the stain 
properly (hyaline degeneration?). In some of the vessels the endothelial cells 
are swollen. In none of the vessels is there any proliferation of the intima, 
no thickening of the adventitia, and only a swollen condition of the entire wall, 
as described. Within the edematous, reticulated connective tissue in which 
these vessels lie is a moderate number of cellular elements, mainly fixed con- 
nective tissue cells with a few round cells. The granular appearance of the 
connective tissue noted before is more marked in this vicinity than elsewhere. 
Nowhere is there any evidence of pigment or blood cells (hemorrhage), or any 
rupture of vessel walls. 
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Summary: The tissue is characterized by groups of vessels of varying size 
and number, lying within a reticulated, edematous, degenerating, connective 
tissue, in the meshes of which are a moderate number of cells. The walls of 
the vessels are swollen, and appear homogeneous; there is no evidence of end- 
arteritis or of hemorrhage. The deeper vessels show distinct endarteritis. The 
epidermis is thinned, probably because of the edematous condition of the entire 


connective tissue. 

In Group 2 the epidermis is similar to the preceding. The subepidermic por- 
tion of the connective tissue is reticulated, fragmented and granulated. From the 
midcutis and deep cutis it is moderately edematous, with dilatation of the lymph- 


Fig. 6—High power of groups of vessels associated with cavity with its 
ragged walls, containing pigment and cell elements. Some of the vessels are 
filled with blood cells. The structure of the walls is indistinct. The endo- 
thelium in some vessels project into the lumen; in some the lumen is dilated, 
in others it is narrowed. There is reticulation of the surrounding connective 
tissue. 


atics. The entire connective tissue appears to be broken, fragmented in varying 
sizes, and in the upper part and about the upper vessels, very finely granular. The 
elastic tissue in the upper cutis and about the vessels is fragmented, and in the 
subepidermic region, practically wanting. In the lower cutis it is broken in 
large strands. Nowhere in the sections is the elastic tissue normal. The vessels 
of the deep cutis in the fatty tissue show a fairly well marked panarteritis, 
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whereas in the tissue described above only endarteritis is present. The vessels 
just above the fatty tissue show a thickening of the walls, though no endarteritis 
or panarteritis (edema). The communicating branches of the midcutis are in 
a finely reticulated connective tissue. The walls of the vessels are swollen and 
appear somewhat homogeneous, the endothelium swollen. There are only a 
few infiltration cells present. No hemorrhage or pigment is present in this 
region. The groups of vessels of the upper corium lie in a reticulated, edemat- 
ous, degenerating (granular) connective tissue, containing varying numbers of 
fixed connective tissue and round cells. The walls of the vessels are swollen 
and homogeneous and take the stain not as well as in the previous tissue. 
Scattered throughout the entire upper corium are very numerous, larger and 
smaller groups of pigment granules, most abundant in the region of the groups 


Fig. 7.—High power of cavity showing its walls, contents and vessels. The 
walls of the cavity are composed mainly of broken and ragged fragments of 
connective tissue. On the right side, group of vessels seen in the preceding 
slide filled with blood; the one projecting into the cavity shows a disintegra- 
tion of one part of its wall (rupture?). In the cavity are numerous clusters 
of pigment granules, red, white blood cells and fragments of connective tis- 
sue. The connective tissue is for the greater part fragmented and granulated. 
The lymphatics are dilated. Section of fully developed lesion. 


of vessels. In one area, about a group of ten vessels, is an irregular cavity 
with ragged walls, composed of broken and fragmented connective tissue. On 
one side, the wall is made up of a number of somewhat dilated vessels filled 
with blood cells. The outer wall of one of these vessels appears as though 
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ruptured. In the cavity and along its ragged walls are many groups of pigment 
granules, also a moderate number of scattered red and white blood cells and 
masses of degenerating connective tissue. 

Summary: The process is further advanced than in the tissue previously 
described. There is a panarteritis of the deeper vessels; there are telangiectatic 
communicating branches and further degeneration of the upper telangiectatic 
vessels, with the presence of pigment and cavity formation, containing pigment 
and blood elements. The granulation (degeneration) of the connective tissue 
is somewhat more marked, as is the breaking up of the elastic fibers. 

In Group 3 the section shows panarteritis, with degeneration of the vessels in 
the deep cutis, whereas in the previous tissue only panarteritis was seen. The 


Fig. 8.—Endarteritis of the deep vessel with proliferation of the intima; 
from early lesion. 


vessels in the midcutis show the lumina for the greater part almost closed. The 
other changes are as before noted. Most of the lumina of the upper cutis are 
narrowed, the connective tissue is more fragmented, and more vessels appear 
to be filled with blood cells, with vessel walls thinned. The connective tissue as 
a whole is more disorganized. The coil glands and muscles show evidence of 
degeneration. No evidence of hemorrhage or pigment is present. 

Summary: The process is more advanced, with further degeneration of the 
parts enumerated in the last tissue 

In Case 2 the findings are similar to those present in No. 1, excepting that 
the granulation of the connective tissue is somewhat more marked. 
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COMMENT 

In analyzing the features of these cases, especially Case No. 1, 
to which I shall devote most of my attention, one can observe a coexist- 
ence of two of the customary three stages, namely, the teleangiectatic 
and hemorrhagic-pigmentary; the atrophic stage is expressed both 
clinically and histologically in a slight degree only. Neither the 
arrangement nor the involution of the lesions conforms fully to the 
classical description as given by Majocchi, but the main clinical and 


Fig. 9.—Same vessel in different section. 


histologic features agree with his and the findings of all observers. 
I am able to add some minor features not mentioned by Majocchi, 
as slight elevation of the lesions above the surrounding skin, and 
confirm another feature (achromia) not observed by successive authors. 

The center of the ring or figurated lesions, and the places where 


the discrete lesions were involuting, showed a smooth, silky, often 


glistening surface with an alopecia here and there. 
The distribution of the eruption in my case shows the total ring 
form only sparsely represented. Outlines of fading, ill-defined, 








WEISS—MAJOCCHI’S DISEASE 533 


annular lesions, in the form of semicircles, serpentine lines, and also 
in grouped and linear configurations, are discernible. These spots 
exhibit all the retrogressive color changes of seeming hemorrhage. 
The most recent ones are bright red with a just discernible capillary 
ectasia, while the older ones are dark red and do not pale on diascopic 
pressure. The older ones show a gradual fading into brownish red 
or yellowish red. Telangiectatic, punctate, hemorrhagic and pigmen- 


tary spots are found throughout, representing two of the three classical 


stages, as mentioned before. 


Fig. 10.—Panarteritis of deep vessel with degeneration of the wall, late 


lesion. 


As to the annular arrangement of the lesions, which, in the original 
presentation of the disease occupied the third place of Majocchi’s 
seven requirements, while they had been found and more or less 
noted by all observers, yet their presence is not an indispensable 
attribute of the eruption, as the title of the dermatosis would imply. 

srandweiner was the first to draw attention to this deviation, 
as did Ferrari, who speaks of “patches of all forms.” Majocchi, 
in 1912, stated that the lesions were “mostly” annular. Vignolo-Lutati 
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was unable to observe a conversion of punctate lesions into an annular 
one. Ossola speaks of the lesions also occurring in linear forma- 
tion; Lindenheim also mentions irregular arrangements; Noble speaks 
of solid disks or patches of various size; MacKee’s case presented on 
the left leg mostly discrete and also grouped lesions. In my case there 
were indications of annular arrangements, some of them coalescing 
into gyrate configurations, but for the most part, the discrete and 


grouped lesions prevailed. 





Fig. 11—Dilated lymphatic with contents. 


An involvement of the hair follicles or other appendages of the 
skin could be observed neither clinicaily nor histologically. That this 
involvement is not one of the necessary requirements is evidenced by 
Majocchi’s statement in the first point of his chacteristics of the 
disease, that the hair follicles are “usually” involved. (This was noted 
by only a few observers. ) 

In this case I wish to emphasize especially the extensive dark brown, 
yellowish brown, and yellowish green discoloration, and the silky sen- 
sation to touch, at the site of the fading old lesions, either figurated or 
grouped. As described before, a smaller part of the eruption, judging 
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from the appearance of formerly affected areas, must have developed 
in ring formation, in the earlier part of their life history. Within and 
outside of the dark brown discolored areas (occupying the front and 
lateral regions of the left, and in a lesser degree, the right leg) there 
are round clearings the size of a copper cent piece, visible within a 
dark frame of extensive pigmentation, or like rounded, whitish islands, 
in an area of dark brown discoloration. These round spaces or clear- 
ings—the probable sites of former annular lesions—present a striking 


Fig. 12.—Granular degeneration of the connective tissue below epiderm. 


whiteness, resembling a rounded vitiligo spot within the confines of 


its dark pigmentation. They show the characteristic wrinkled, cigaret 
paper-like appearance, are smooth and silky to the touch, and are 
devoid of hairs. This achromia, mentioned by Majocchi in Point 7 of 
his description, has been noted by only a few observers. Lindenheim 
mentions that “the pigmented areas are not solid, but contain minute 
clear spaces.” In the case under discussion, the clear spaces had, as 
mentioned before, the size of a cent piece. In Lindenheim’s case, these 
interspaces enlarged until all that was left of the lesions were a few 
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grouped “freckles” (disappearing pigment). In my case the white 
spaces had not as yet demobilized the surrounding pigment to such an 
extent. , 

The yellowish green hue of the skin occupying the site of the once 
grouped and discrete lesions is still in evidence. This peculiar dis- 
coloration is mentioned by almost all observers. It extends over dif- 
ferent sized areas of an inch or more in length and width. In some 
of these areas, traces of involuting spots can yet be discerned. 
Although they look as if caused by disintegrating pigment, and have 


Fig. 13.—High power. Parenchymatous edema of prickle cells and degen- 


eration of connective tissue. 


been defined as pigmentations, a careful study of the sectioned tissue 
shows no trace of blood extravasation or pigmentation. The dis- 
coloration is due to a distinct degeneration of the connective and 
elastic tissue, similar to that seen in pseudoxanthoma elasticum. In 


searching the available literature I have not found any special his- 


tologic reference to this degeneration of the connective and elastic 
tissue as the cause of the yellowish tone, noted clinically. To my 
knowledge, this is the first attempt to explain this clinical picture. 
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A fact worth mentioning is the reappearance of lesions at the site 
of one of the biopsies. This would amplify the statements of Brand- 
weiner and Ossola. The former succeeded in causing the appearance 
of red puncta by scratching or scraping the skin. The latter, by 
applying an elastic band over the arm. Although not typical for the 
disease in question, this phenomenon shows only an increased vaso- 
motor excitability of that particular skin. 

Provocation of lesions, similar to already existing parent lesions, is 
frequently observed in other clinical conditions, as in lichen planus, 


Fig. 14.—Adnexa, edema of connective tissue about them. 


urticaria, etc., in individuals so predisposed. It is this predisposition, 
and not the trauma itself, that does the provoking. Therefore I do not 
think that Brandweiner’s contention is tenable, that trauma and the 
predisposition created by a vasomotor excitability may cause the 
affection in question. I am rather inclined to assume that—analogous 
to the etiology of erythemas like pityriasis rosea,* and erythema mul- 


3. Weiss, Ludwig: Pityriasis Rosea, and Erythematous Eruption of Internal 


Origin, J. A. M. A. 41:20, 1903. 
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tiforme, etc.—pathogenic bacteria of different kinds, absorbed by the 
circulation, are causing disturbances in the skin. The sudden outbreak, 
the petechial character of the eruption, its cyclic course (the three 
stages), its disinclination to recurrences, all point toward a toxic 
origin. In the transmission of the circulating toxins, alterations of 
the vessel walls take place. Naturally, the process will invade the 
vessels of the deeper strata first and, extending its force, the main 
lesions will be found there and only later the vessels of the upper por- 
tion of the skin, with its surrounding tissue, will be affected. This is 


a 


Fig. 15.—Coil glands—vacuolization of some of the lining cells and cloudy 


swelling of the cells (parenchymatous edema). 


exactly what happens in the development of purpura annularis telan- 
giectodes. It seems as if a toxic and angioneurotic process can event- 


ually cause mild inflammatory changes in the skin, as evidenced in the 


different erythemas, urticarias, and also slightly in the affection under 
discussion. 

The scanty extravasation of blood cells cannot possibly cause the 
clinical observable hemorrhage. All observers noticed the discrepancy 
between the clinical and histologic findings in this respect. Some 
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explain this as an optical delusion due to the fact that the superficial, 
thrombosed capillaries are not emptied entirely by the diascopic pres- 
sure and are therefore taken for the tiny hemorrhage visible. In those 
rare instances in which a rupture of the vessel-wall had taken place, 
the clinical evidences of hemorrhage will find their natural explanation. 

As to the etiology of the affection: Almost all diatheses have been 
suspected and ruled out — tuberculosis, syphilis, rheumatism, gout, 
diabetes, heart affections, hemophylia and lead poisoning — especially 
the latter were suspected in the cases of Brandweiner and Lindenheim. 


Fig. 16.—The elastic tissue and degeneration of the connective tissue (spe- 
cial stain, Weigert elastic stain). 


Their patients were printers. But this may have been a coincidence, 
as the other patients had widely different occupations and environments. 

The male sex, according to MacKee’s tabulation, contributed thirty- 
one cases of the recorded thirty-eight. That twenty-three of the thirty- 
eight patients were Italians is probably due to the fact that through 
Majocchi’s publications Italian dermatologists were on the alert for 
such cases. Since MacKee’s monograph on this affection was pub- 
lished a wave to recognize this disease has been permeating American 
dermatologists. 
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Autointoxication as the causative agent has as yet the largest num- 
ber of adherents. With the finer laboratory technic and more exten- 
sive knowledge of metabolism and of focal diseases, it seems that this 
direction offers a favorable working basis for further investigations. 

The treatment will and can be only symptomatic. Rest and an 
elevated position of the limb in the acute onset, with the use of embro- 
cations of Burrow’s solution will prove helpful. To increase the vis- 
cosity of the blood; calcium lactate should be exhibited, and later iron 


Fig. 17.—Loss of elastic tissue. The elastic tissue in the upper cutis and 
about the vessels is fragmented, and in the subepidermic region practically 
wanting. Nowhere is the elastic tissue in this section normal. 


and strychnin administered. The use ef a porous weave bandage 
without rubber to exert an even pressure will prove rational. 

There has been some controversy in reference to certain stasis- 
dermatoses presenting a few clinical features of the affection in ques- 
tion. Klotz,* in 1904, described a case of. chronic symmetrical diffuse 
hyperemia of the extremities, also calling it erythromelie. Here the 


4. Klotz, Hermann: A Case of Chronic Symmetrical Hyperemia of the 
Extremities (Erythromelie), J. Cutan. Dis. 22:170, 1904. 
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main features were redness over the fingers and toes, spreading over 
the hands and feet, arms and legs; a network of dilated capillaries, 
the color fading on pressure; the affected parts show all stages of 
hyperkeratosis, from the formation of an insignificant xeroderma to 
the formation of horny shields, resembling fish-scales, associated with 
thickening of the skin; no pigmentation or discoloration is present. 
There is very little resemblance in this description to the disease in 
question. Majocchi’s disease is characterized by grouped or annular 
lesions, associated with pigmentation or discoloration and no thicken- 
ing, but with a tendency to atrophy. Klotz thought that the condition 
that he described was probably a vasomotor neurosis, allied to the local 


asphyxia or Raynaud’s disease. The two cases of Herxheimer and 
Kohler were regarded by Blaschko and others as a stasis or conges- 
tive dermatoses, and a third one was considered as a transition case of 
purpura annularis teleangiectodes. These stasis-dermatoses, which are 


found on the legs, associated with varicosities, are due to extravasa- 
tions from the papillary venous capillaries, resulting from a thinning 
of the epidermis. This affection is also called dermatitis-cruris et 
varricibus by the Vienna school and the other kindred ones, like 
Schamberg’s progressive pigmentary ° dermatosis,® are clinically and 
histologically different from purpura annularis telangiectodes. 

On the other hand, there are some unrecorded cases of what seems 
to have been Majocchi’s disease, by Harris, Engman and Mook, and 
others. 

CONCLUSION 

The case in question presents the following deviations from the 
cases reported by other observers: 

1. There is very intensive, dark-brown pigmentation over the 
middle of the legs, with whitish achromia in the center. 

2. There are almost numberless discrete lesions, with the yellowish 
discoloration in the area of the fading spots, which discoloration is 
not due to pigment deposit, but to a degeneration of the connective 
and elastic tissues. 

3. The evolution and the involution of the lesions and all their 
stages are observable simultaneously (coexistence of lesions). 

4. A slight raising above the level of the skin is present, inde- 
pendently of the keratotic follicles. 

5. The coil glands show evidence of a cloudy swelling and some 
degeneration, while the follicles are not involved. 

6. Lesions appear at the site of a biopsy, which lesions in every 
respect are similar to the original ones. 


5. Schamberg, J. F.: Brit. J. Dermat. 18:1, 1901. 
6. Kingery, L. B.: Schamberg’s Progressive Pigmentary Dermatosis, Case 
Report with Histologic Study, J. Cutan. Dis. 36:166 (March) 1918. 
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7. This fact shows almost to a certainty a vasomotor trophic influ- 
ence on the peripheral vessels. 


I wish to express my thanks to Dr. George M. MacKee for many helpful 
hints; to Dr. D. Satenstein for the interpretation of the histologic material, 
and to Dr. Henry Kreuder for the preparation of the photomicrographs. 


ABSTRACT OF DISCUSSION 


Dr. MacKee said that he had had several opportunities of observing the 
cases reported by Dr. Weiss, and that he could not identify them as examples 
of purpura annularis telangiectodes. As Dr. Weiss had mentioned, the differ- 
ential diagnosis between examples of chronic purpura, such as Schamberg’s 
progressive pigmentation, the so-called hemostatic dermatitis of Klotz, the 
common chronic telangiectasia of the legs due to deep-seated or superficial 
varicose veins, arteriosclerosis, cardiovascular and renal disturbances, and 
Majocchi’s purpura annularis telangiectodes was often confusing both clinically 
and histologically. Dr. Weiss held a broader conception of the latter disease 
than did the speaker. In all diseases there were borderline cases, and until 
such time that cases like those so ably presented by Dr. Weiss were differently 
classified, it would seem preferable not to include them in such a definite entity 
as Majocchi’s purpura. The main objections to such inclusion were the absence 
of clean-cut recurrent attacks, the paucity of annular lesions, the fact that lesions 
were always present, the presence of varicose veins and other causes of local 
purpura, and the absence of hyaline degeneration, histologically. 

Dr. ZeEISLER thought these cases must be very rare, because in thirty-five 
years in dermatology he had not been called on to make such a diagnosis until 
recently, when in the Chicago Dermatological Society a case was shown which 
was thought to be that disease. The appearance was very much like a lichen 
planus moniliformis. His son and others who were more modern in their 
views of dermatology thought it was a case of Majocchi’s disease, but he could 
not identify a case in thirty-five years’ practice. 

Dr. Weiss thought that there were borderline cases existing. It must be 
remembered, however, that other purpuric conditions usually were accompanied 
by constitutional disturbances, fever and malaise, while in these so-called border- 
line cases, as well as in these of the true Majocchi type, the concomitant symp- 
toms were negative. Some slight rheumatoid pains were present in some cases; 
but as Majocchi himself said, they were coincidental. There was a low grade 
of inflammation with a moderate pigmentation present in these borderline cases, 
including the stasis dermatosis. 

In Majocchi’s diseases there was no inflammation, no pain or other con- 
stitutional symptoms observable, and the pigmentation was extensive. He 
emphasized that the hemorrhage in the stasis dermatoses was due to capillary 
rhexis and diapedesis. 

He tried to show—as he thought, for the first time—that the pigmentation in 
Majocchi’s disease was not due to blood stasis and its sequelae, but to the 
degeneration of the elastica. 

He felt that he was within the limits of the disease entity by counting his 
case as one of the Majocchi type, even if some of the symptoms were not 
sufficiently expressed. The syndrome of the first observer was not immutable: 
a plus here, or a minus there would invariably be observed. He thought that 
enough of the clinical and histologic features were present to declare the case 
in question to be purpura annularis telangiectodes. 
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SYPHILIS OF THE STOMACH 
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HISTORICAL SURVEY 


The various texts and monographs on syphilis agree in designating 
gastric syphilis as a rare condition. That gastric symptoms sometimes 
accompany generalized syphilis was noted occasionally by the earliest 
eminent syphilographers, and more particularly by the pathologists. 
A study of the literature up to date, and the ever increasing number 
of cases of gastric syphilis which are being reported by contemporary 
writers, make it more than probable that the condition is not as rare 
as it was first thought. A routine Wassermann reaction, such as is 
carried out in many hospitals on all entering patients, has revealed a 
surprisingly large number of cases of visceral syphilis which other- 
wise would have escaped correct diagnosis. Not a few among these 
are cases in which the stomach has been involved. The supposed rarity 
of the condition is without doubt accounted for not only by faulty 
observation, but also by the close similarity between the symptoms 
of gastric syphilis and other forms of gastropathy, notably ulcer and 
carcinoma. 

Without doubt more cases of gastric syphilis are unrecognized than 
have been accounted for and reported. Although syphilis of the 
stomach in the new-born was noted and accepted as a pathologic and 
clinical entity in the middle of the nineteenth century, the involvement 
of the stomach in the acquired cases was not universally accepted by 
early writers. Clinical evidence has long pointed to involvement of 
the gastric mucosa in early and late syphilis, the pathologic studies of 
Chiari,’ Virchow,? Wagner,* Birch-Hirschfeld,* Stolper,’ and others, 
establishing a pathologic basis to account for the clinical findings. The 
early French syphilographers in particular, notably Lancereaux,® 

1. Chiari: Ueber Magensyphilis, Internat. Beitr. f. Wissenschaft Med. 
Festschrift R. Virchow 2:297, 1891. 

2. Virchow, R.: Arch. f. path Anat. 15:315, 1858. 

3. Wagner: Cited by Barbier: Syphilis de l’Estomac, Thése de Paris, 1904. 

4. Birch-Hirschfeld: Lehrbuch der pathologischen Anatomie, Pt. 2, p. 531, 
1885. 

5. Stolper: Beitrage zur Syphilis Viszeralis, Biblioth. Medic., C, No. 6, 
1896, p. 2. 

6. Lancereaux: Traite de Syphilis, 1874, p. 254. 
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Verni,’ and Gouzot,® call attention to the occasional disturbance of 
digestion and of symptoms referable to gastro-intestinal disturbance 
during the stage of actively acquired syphilis, and their observations 
led them to the belief that such disturbances were due to the syphilis 
rather than coincident with it. The great advances of the last two 
decades dependent on biologic and experimental studies in syphilis 
have led to an enormous increase in the number of cases of visceral 
syphilis, so that today many conditions regarded a few years ago as 
rare have in the light of more close study become relatively frequent. 
Gastric syphilis is therefore today by no means rare, and contemporary 
literature on the subject is an extensive one. In Germany extensive 
clinical and pathologic reports have been collected by Hausmann,® 
Fraenkel,’® Siegheim,’' Schneider,’* Neugebauer,’* Kleissel,’* and 
others. In France the subject has been thoroughly reviewed by 
Leven,'® Mathieu,"* Pater,” and Hayem.** In our own country excel- 
lent monographs on the subject have been written by Hemmeter and 
Stokes,'® Einhorn,”® and Smithies,?* together with numerous isolated 

7. Verni: Cited by Stolper, p. 4. 

8. Gouzot: Contribution a l'étude des maladies syphilitiques de l’estomac, 
1886; Abst. Monatschr. f. Prakt. Dermat. 6:561, 1887. 

9. Hausmann, T.: Die Syphilitische Tumoren des Magens u. Sonstige Syph- 
ilitische Tumoren der Oberbauchgegend, Ergebn. d. inn. Med. u. Kinderh. 7: 
279, 1911. 

10. Fraenkel, E.: Die Lehre von der Akquirierten Magendarmsyphilis, 
Virchows Arch. f. path. Anat. 155:507, 1899. 

11. Siegheim: Ueber syphilis des magens, Deutsch. med. Wchnschr. 37: 
148, 1911. 

12. Schneider, E.: Lues und Magen-Darmerkrankung, Prag. med. Wchnschr. 
39: 340, 1914. 

13. Neugebauer, H.: Sekundare Syphilis und Magenveranderung, Wien. 
klin. Wehnschr. 27:845, 1914. 

14. Kleissel, R.: Die Erkrankungen des Magens bei Lues, Wien. med. 
Wehnschr. 65: 134, 1915. 

15. Leven, G., and Barret, G.: Syphilis gastrique grave; estomac biloculaire ; 
guerison par la traitement mercuriel et ioduré, Bull. et mém. Soc. méd d. hop. 
de Par. 29:149, 1910. 

16. Mathieu, Albert: La syphilis gastrique, Gaz. d. hop. 84:123, 1911. 

17. Pater, H.: Sur la syphilis de l’estomac, Thése Paris, 1907. 

18. Hayem, G.: De la syphilis stomachale, Presse méd. 13:105, 1905. 

19. Hemmeter, J. C., and Stokes, W. R.: Chronic Hypertrophic Gastritis 
of Syphilitic Origin Associated with Hypoplastic Stenosis of the Pylorus, Johns 
Hopkins Hosp. Reports, No. 9, p. 773, 1900. 

20. Einhorn, M.: A New Case of Syphilitic Tumor of the Stomach, 
J. A. M. A. 39:1051, 1902; Philadelphia M. J. 5:262, 1900; Internat. J. S. 
22:6, 1909. Weitere Bemerkungen zur Magensyphilis, Arch. f. Verdauungskr. 


21:205, 1915. 
21. Smithies, F.: Syphilis of the Stomach, J. A. M. A. 65:572 (Aug. 14) 1915. 
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observations recorded by others. The entire subject is excellently 
treated in the French thesis by Pater. 

The subject of syphilis of the stomach will be considered under 
two main heads: (1) those forms occurring in the early or so-called 
secondary period, and (2) those forms occurring in the later or 
tertiary period of the disease. 


THE EARLY MANIFESTATIONS OF GASTRIC SYPHILIS 


During the first few months after infection the stomach may be 
involved directly or indirectly. 

Indirect Involvement.—Symptoms referable to the stomach are not 
infrequently found in association with involvement of the nervous 
system. Thus in association with basilar meningitis I have seen pro- 
jectile vomiting. Nausea and eructation, and occasionally diarrhea 
have been noted in labyrinthine syphilis. In my wards at the University 
Hospital, in which fresh patients are kept in bed, we have noted such 
general symptoms as bad taste, more or less epigastric pain and fre- 
quent loss of appetite. Mention of these symptoms has been made in 
publications by Wile and Stokes in ‘connection with the early involve- 
ment of the nervous system. Bulimia is also occasionally encountered, 
and I have seen one case in which insatiable appetite occurred. 

With the early secondary fever, loss of appetite is the rule, and 
in the more severe malignant precocious cases the loss of appetite is 
often a prominent symptom. The occasional involvement of the liver 


in early syphilis is almost invariably associated with reflex gastric 
involvement. Thus chronic passive congestion and hemorrhage have 
been noted in such cases. 


Incidence.—Symptoms such as are above described I have noted at 
the University Hospital in fully one third of the cases of syphilis with 
florid exanthems. Sex seems to be the only predisposing factor, 
women being more commonly affected than men. The history of 
previous gastric disorder seems to have little bearing on the incidence 
of the condition. With the incidence of early basilar meningitis, gas- 
tric symptoms are almost the rule. It is seldom, however, that patients 
bring forward their gastric symptoms as the chief complaint, and it is 
only by careful questioning that a history is elicited. Usually the 
other symptoms far overshadow those referable to the stomach. 


Diagnosis.—This depends largely on the association with other 
syphilitic findings. A chemical analysis of the stomach contents in 
these cases shows practically no definite pathology in the stomach 
itself. In cases with hemorrhage, this is usually accounted for by 
enlargement of the liver with associated jaundice. The cases in which 
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vomiting is projectile suggest involvement of the base of the brain, 
and the milder general symptoms are entirely like those associated 
with any other general infection. 

Prognosis.—The prognosis is excellent and depends entirely on the 
early recognition of the general syphilis and the institution of early 
and prompt treatment. 

The Direct Involvement.—Definite organic change may occur as 
early as the first few weeks after the infection. The pathology of such 
cases is unfortunately little understood owing to the fact that patients 
seldom succumb during this period of the disease and postmortem 
examinations of such cases are few. It is highly probable that during 
the first few weeks and months of syphilitic infection there exists in 
all the mucosae a condition analogous to the roseola or to the papular 
efflorescences of the skin, which may lead to superficial erosions of 
the gastric mucosa. As in the case of the skin, such lesions are likely 
to be transitory in nature and spontaneously to involute. In a few 
patients with secondary syphilis who have succumbed and on whom 
postmortem examinations have been performed, hemorrhagic areas 
of the gastric mucosa and occasionally superficial erosions have been 
noted. 

Symptoms.—The symptoms referable to such changes are those of 


gastric catarrh. Thus one not infrequently finds epigastric pain, 
vomiting, loss of appetite, foul breath and general symptoms of 


dyspepsia. 

Little mention of this form of gastric syphilis is found in the liter- 
ature, although in treating late gastric syphilis all writers are agreed 
and mention the incidence of the earlier form. Cases, however, have 
been ,ziven excellent study by Neugebauer,’* and Lenzman,** and iso- 
late’ °xamples are mentioned in this country by Potter,?* and Ein- 
horn.”” Neugebauer studied test meals on 200 cases of early syphilitic 
infection in patients exhibiting florid manifestations. He found a 
marked deviation from the normal in a large percentage of his cases. 
Thus a decrease in acidity was found in 62 per cent.; hyperacidity in 
only 17 per cent. In association with these findings he noted loss of 
appetite, pain, emaciation, bad taste and vomiting. In substantiation 
of the view that a roseola of the gastric mucosa without symptoms 
can occur, Neugebauer found marked deviation from the normal in 
the stomach contents in many cases in which there were absolutely no 
symptoms referable to gastric involvement. He concludes, however, 


22. Lenzman: Beobdachtungen tiber syphilitische Erkrankungen innere 
Organe, Med. Klinik 92:1840, 1913. 
23. Potter, A.: Visceral Syphilis, Long Island M. J. 8:257, 1914. 
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that these changes might be due to difference in vagus tone, or directly 
by syphilitic disease of the stomach, and in some cases without doubt 
by both. At the University Hospital we have not undertaken test 
meals on our early cases, but we have particularly noted the clinical 
symptoms of gastric catarrh in a fair proportion of our cases. 


Incidence. — We have found this condition more pronounced in 
women than in men and in no way associated with previous dyspepsias. 


Diagnosis —These cases must be differentiated sharply from those 
in which the involvement is indirect, but with clinically similar mani- 
festations. It is therefore necessary to rule out central nervous dis- 
ease and involvement of the liver, also to rule out definitely a coincident 
catarrhal gastritis. The occurrence of gastric symptoms in a healthy 
person simultaneously with the eruptive manifestations of the disease 
points strongly to syphilis as the cause, particularly if such symptoms © 
disappear promptly with the institution of treatment, and more par- 
ticularly if they resist the usual treatment of gastric catarrh. In 
general, although closely simulating simple catarrhal gastritis, syphilitic 
gastric catarrh is apt to be considerably milder. The most important 
diagnostic point is its abrupt onset in association with the eruptive 
stage of the disease. 

Prognosis —The prognosis is excellent and depends on the prompt: 
institution of treatment directed to the general condition. 


THE LATE MANIFESTATIONS OF GASTRIC SYPHILIS 


Our knowledge of the later manifestations of gastric syphilis is 
considerably in advance of our knowledge of the early manifestations, 
because they are of a more serious nature and hence show striking 
symptoms as a chief cause for complaint rather than vague symptoms 
coincident with other manifestations of syphilis. In addition, they are 
not infrequently fatal and hence their pathology is more readily avail- 
able. The lesions occurring late are distinctly polymorphous in char- 
acter and their symptoms are directly referable to the type of lesion 
present. Thus they may refer directly to symptoms of ulceration, per- 
foration, tumor, hypertrophy and atrophy. I should classify late 
syphilis of the stomach broadly into gastric syphilis and perigastric 
syphilis. The former includes: (1) syphilitic catarrh; (2) syphilitic 
round ulcer; (3) submucous gummas, ulcerative or nonulcerative ; 
(4) diffuse syphilitic infiltration of the gastric mucosa giving rise to 
distortion; (5) pyloric syphilis, including ulcer and cicatrix, gumma 
and diffuse syphilis. Perigastric syphilis includes involvement of the 
omentum, mesentery and retroperitoneum. This will be considered 
elsewhere. 
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Incidence.—With regard to the incidence of late manifestations: 
They are more commonly found in men than in women. Meyers,** 
who has collected from the literature forty-nine cases of acquired 
syphilis of the stomach, finds that thirty-one occurred in men. The 
earliest case occurred at 18 and the oldest at 60. The largest number 
of cases occurred between 30 and 50. In three cases seen by myself 
in the last two years, two have occurred in men. 


SYPHILITIC CATARRH 


This condition is very rare. It does not begin as persistent catarrh, 
but with dyspeptic symptoms and definite chemical changes in the 
stomach, usually occurring years after infection and usually unrecog- 
nized. There may be a great deal of doubt as to the nature of these 
cases, as most of those in the literature are cases in which the diagnosis 
rests on the therapeutic tests, that is, on the presence in a syphilitic 
patient of gastritis associated with vomiting, gastralgia, occasional 
hyperacidity, more often, however, anacidity, resisting all therapeutic 
measures directed to dietary and usual measures, and clearing up with 
specific medication. Einhorn *° records cases of this type. It seems 
not unlikely that the earlier stages of gastric gumma might easily give 
rise to conditions simulating catarrhal gastritis. Indeed, in studying 
the cases of gummatous gastritis and of syphilitic ulcer there is fre- 


quently a history of long-standing dyspepsia in which the findings are 
those of a catarrhal gastritis. For the most part, therefore, and in 
the absence of definite pathologic light on these cases, they must be 
regarded as premonitory stages of the later and more severe forms. 


SYPHILITIC ROUND ULCER 


Occurrence.—This condition and gummatous tumor form the larg- 
est percentage of recorded clinical and pathologic cases of gastric 
syphilis. According to Ewald,”® 10 per cent. of his cases of peptic 
ulcer were syphilitic. A similarly high proportion is reported by 
Fenwick.** In 308 cases of chronic ulcer, Fenwick reports an earlier 
syphilis as existing in 10 per cent. In 132 fatal cases gummas or 
other evidences were found in 6 per cent. He concludes, therefore, 
that 5 per cent. of all ulcers are syphilitic. Other writers, however, 
give the percentage as much smaller, from 1 to 4 per cent. In Meyer’s ** 
group of forty-nine cases there were six cases of round ulcer. A higher 
proportion is reported by Neumann,”’ namely, 20 per cent. Fraenkel,’° 


24. Meyers: Syphilis of the Stomach, Albany Med. Ann. 33:563, 1913. 

25. Ewald: Das Magengeschwuer, Deutsch. Klinik 5:457, 1905. 

26. Fenwick, W. S.: Syphilitic Affections of the Stomach, Lancet 2:835, 1901. 

27. Neumann: Syphilis, Spezielle Pathologie u. Therapie (Nothnagel Sys- 
tem), Ed. 2, 1899, p. 397. 
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however, on the basis of his pathologic studies, regards these percent- 
ages as entirely too high. Chiari’ found but one case of simple ulcer 
in ninety-eight necropsies in acquired syphilitis. Murchison ** found 
only three in sixty-five cases of gastric syphilis. It seems, therefore, 
that the earlier figures of Ewald and Neumann are too high. 

The occurrence of syphilitic round ulcer is thought to be due either 
to a peripheral endarteritis or to the ulceration of a single gummatous 
lesion in the submucosa. The clinical entity, however, of syphilitic 
round ulcer must be clearly distinguished from that of multiple gum- 
matous ulcers. 

Situation.—The ulcers can occur in any part of the stomach. Most, 
however, have been described as occurring on the greater curvature 
and anteriorly, thus distinguishing them from the gummatous ulcers 
that occasionally involve the greater part of the gastric mucosa. 

Symptoms.— These are indistinguishable from those of simple 
round ulcer, although attention has been called to a few differences 
which, however, do not apply to all cases. 

Pain: Pain is present in all cases. This is of a characteristic burn- 
ing quality. In a few cases the pain has been referred to the shoulder, 
and has had no relation to the intake of food. In most cases, however, 
the pain is exactly the same as that of gastric ulcer, and it is the pain 
of an empty stomach. Brunner * suggests that the pain is likely to be 
nocturnal, but a nocturnal exacerbation is not uncommonly noted in 
simple gastric and duodenal ulcer. Trousseau,*® Rosanow *' and 

sartumaeus ** also report the nocturnal character of the pain. Haus- 
mann ** suggests that this characteristic of the pain is only of value 
when associated with anacidity as occurred in a case of Fraenkel’s. 

Hemorrhage: Hemorrhage is reported as frequent by some and 
as rare by others. Many of the cases, however, are associated with 
frequent hematemesis. Mackay ** has reported two cases of violent 
hematemesis, both cured by mercury and iodid. Lockwood * reports 
a case of death from hemorrhage, as does also Sheib.*® Hemorrhage, 


28. Murchison: Cited by Meyers, p. 578. 

29. Brunner, C.: Syphilis des Magens, Deutsch. Chir. 46:313, 1907. 

30. Trousseau, Traite de la Therapeutique, 1878. 

31. Rosanow, Cited by Meyers, p. 584. 

32. Bartumaeus, Cited by Barbier (Footnote 3). 

33. Hausmann, T. H.: Einfal von Gummésen Magentumor, geheilt durch 
Sabaarsanbehandlung, Miinchen, med. Wehnschr., Vol. 58, 1911, p. 511; 
Footnote 9. 

34. Mackay, W. A.: The Role of Syphilis in the Etiology of Simple Ulcer of 
the Stomach, Lancet, 2:1701, 1898. 

35. Lockwood: Diseases of the Stomach, Lea & Febiger, Philadelphia, 1913, 


p. 305. 
36. Sheib: Abstr. Arch. f. Verdauungskr. 7:300, 1901. 
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therefore, cannot be regarded as in any way diagnostic of the con- 
dition. In some of the cases where at postmortem there were the most 
extensive erosions, hemorrhage had not occurred. 

Vomiting: Vomiting is generally present in all cases sooner or 
later, and is no more diagnostic than pain or hemorrhage. 

Loss of Weight.—Loss of weight has been recorded in those cases 
in which the diagnosis has not been made early, and in certain cases 
may be so extreme as to suggest carcinomatous ulcer. Marked second- 
ary anemia and cachexia, particularly where there has been hema- 
temesis, are recorded. 

Perforation.—Perforation is recorded in two cases, one by Sheib *° 
and one by Selenew.** In both death occurred from general peritonitis. 
In Selenew’s case the perforation occurred following a second admin- 
istration of arsphenamin. 

Gastric Analysis.— The gastric analysis presents a most varied 
picture, and in this it differs perhaps in its only point from common 
peptic ulcer. Hyperacidity and anacidity both are recorded and are 
mentioned by some authors as diagnostic. Hausmann * regards 
anacidity as typical for stomach syphilis and points to the large number 
of cases in which this has occurred. Hypersecretion may occur, as 
reported by Robin, and there may be an entirely normal stomach find- 


ing with marked symptoms of ulcer. According to Hausmann, in 135 


recorded cases no gastric analyse’ were made. Three cases of Ein- 
38 


horn’s, however, two of Lenzman’s ** and one of Dominici’s ** were 
unassociated with anacidity, and the latter does not regard anacidity 
as diagnostic of stomach syphilis. A most critical survey of the cases, 
however, brings anacidity forward as a striking characteristic of fully 
three-fourths of the recorded cases in which gastric analyses were 
made. Smithies,** who reports twenty-six cases of probable gastric 
syphilis in 7,545 cases of dyspepsia, has noted that achlorhydria was 
absent in only two cases; he found, moreover, and brings forward as 
a new point in differential diagnosis, a decrease in the formol index 
as demonstrated in the method of Sorensen and Schiff. In his cases 
the formol index averaged 10.2, whereas in eighty-seven cases of gastric 
cancer and carcinomatous ulcers the index was as high as 21. 
Roentgen-Ray Examination.—There is absolutely nothing charac- 
teristic in the roentgen-ray picture of syphilitic gastric ulcer. The 
plates made are indistinguishable from those of ordinary peptic ulcer. 


37. Selenew, I. F.: Uleus Rotundum Ventriculi bei einen Syphilitiker, 
tédlicher Ansang nach der zweiter Salvarsan injection, Dermatologisch. 
Wehnschr. 55:843, 1912. 

38. Dominici, Cited by Hausmann, p. 288. 
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Among the more mild symptoms usually found, and in no way 
diagnostic, are coated tongue, foul breath and eructation. Pain on 
pressure is noted, but with no greater frequency than is the case with 


peptic ulcer. 

Diagnosis —When associated with other symptoms of syphilis the 
diagnosis is not difficult. Due consideration, however, must be given 
to the fact that a patient may contract syphilis after the onset of simple 
peptic ulcer, or that syphilis and peptic ulcer may be coincident in the 
same person. The occurrence of symptoms pointing to gastric ulcer 
when associated with anacidity or decreased total acidity should always 
lead to the suspicion of syphilis. Cases suggesting peptic ulcer which 
do not yield to the usual dietary measures directed to this condition 
should also be suspected. Einhorn, Hausemann and others regard 
the therapeutic test as the greatest point in differential diagnosis. 
With the routine serologic examination of all hospital patients, few 
cases of syphilitic round ulcer should escape diagnosis. A recent case 
at the University Hospital in Cabot’s service, however, gave a nega- 
tive Wassermann in the presence of typical syphilitic ulcer. Spiro- 
chetes were demonstrated by Warthin in the excised material. 

Prognosis.—This depends entirely on the accuracy of the diagnosis. 
As marked arterial changes occur, it would seem that untreated cases 
would be far more likely to perforate or to be exsanguinated by fre- 
quent hematemesis than occurs with simple peptic ulcer. Downes and 
Le Wald state that hemorrhage is less likely to occur in syphilis than 
in simple ulcer. As a matter of fact, however, the prognosis compares 
favorably. Undoubtedly, many cases recover spontaneously, as is 
evidenced by the occurrence of scars from all ulcers seen at necropsy. 
Under appropriate therapeutic measures the prognosis is excellent. 
When diagnosed correctly, patients have recovered promptly on specific 
medication, with the exception of Selenew’s patient, in whom perfora- 
tion occurred following the second injection of arsphenamin. 


SUBMUCOUS GUMMAS 


Incidence.—These cases form the largest number of the reported 
cases of gastric syphilis, and from the standpoint of differential diag- 
nosis they are the most important, since the condition is more fre- 
quently operated on and treated as carcinoma than diagnosed as 
syphilis of the stomach. The largest number of cases, therefore, have 
been reported from the postmortem room. In the forty-nine acquired 
cases collected by Meyers gummas occurred in twenty. In the three 
cases which I have myself observed in the last four years, two have 
been cases of gumma. At the University Hospital during the past 
seven years the diagnosis of gastric syphilis has been made in five 
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cases, in which gumma or tumor were present in three. Of Einhorn’s 
six cases reported by himself, two were cases of gummas; he has 
since reported others. 

Situation —All pathologists and clinicians are agreed that the lesion 
always begins in the submucosa. It may remain here as a nodular or 
diffuse infiltrate, or it may cause definite tumefaction in the mucosa 
leading to ulceration; in some cases it may not ulcerate. Extension 
outward may occur and give rise to diffuse syphilitic infiltrates of the 
serosa and peritoneal involvement, which will be considered later. 
Any part of the stomach may be involved from the cardia to the 
pylorus. In cases in which the tumors are multiple the entire gastric 
surface may be involved. The sites of predilection, however, might 
be said to be at the pylorus and on the greater curvature. 

Symptoms.—The symptomatology of gumma of the stomach is 
most varied, depending entirely on the situation of the lesion, its size, 
the question as to whether or not ulceration has occurred and the 
involvement of the surrounding serosa. Thus the symptoms may be 
those of pyloric stenosis, of extensive ulceration, of peritonitis, of 
lack of motility of the stomach or of extensive gastric ulcer. 

Pain: Pain is recorded as present in those cases in which ulcera- 
tion occurs, and in which the serosae are involved, or in which there is 
actual stenosis of the pylorus. Extensive gummatous infiltration of 
the gastric wall without ulceration has been noted without pain. In 
one case observed by Hewlett and myself, there were palpable tumors 
associated with marked dyspeptic symptoms and cachexia in which 
pain was practically absent. Occurring as it does, however, in the 
largest number of cases, pain must be regarded as an important symp- 
tom, although différing in no way from the pain of other forms of 
gastric disease. 

Palpable tumor: This is a very prominent symptom of gastric 
gumma. Aside from carcinoma there is no form of gastric disease in 
which tumor occurs more frequently. The tumor may present itself 
as a distinct globular swelling in the epigastrium or, as occurs in pyloric 
syphilis, as a more diffuse sense of resistance to the palpating hand. 
The size of the tumors may vary from that of a walnut to the size 
of the fist. A slight degree of tenderness on pressure is practically 
always noted. With regard to the shape of the tumors: They may 
present themselves as plaques rather than as rounded nodules. Small 
infiltrates and small gummas, particularly those on the posterior sur- 
face, are very apt, however, not to present themselves as tumor masses. 


Vomiting: As in other forms of gastric disease, this is common. 
It has no diagnostic significance and its type depends again entirely on 
the type of the lesion present. It may be said to be more common in 
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those forms involving the pylorus than in those form involving the 
fundus, as here the symptoms are those of definite obstruction. Where 
ulceration of the mucosa has occurred vomiting, of course, is also 
present. 

Hemorrhage: Not so frequent as in single syphilitic ulcer, hemor- 
rhage, however, is a striking feature of gastric gummas when they 
have ulcerated into the mucosa. 

Perforation.—Perforation is reported as occurring, but seems to be 
less common in multiple gummatous ulcers than in those arising from 
single gummas. 

Loss of Weight-Loss of weight occurs in practically all cases. 
This may vary from a few pounds to extreme emaciation. It is accom- 
panied by symptoms of anemia, particularly in those cases associated 
with heimatemesis, weakness, and in general a picture of extreme 
debility. In the three cases observed by myself, there was marked 
cachexia with a loss in one case of one third of the body weight. The 
loss of weight in general may be said to be more gradual than occurs 
in carcinoma. In general, loss of weight has not been found to have 
antedated other manifestations, as so frequently occurs with carcinoma. 
Analyzing the cases, it would seem that in syphilis it usually follows 
the definite manifestations of the disease. 

Among the milder symptoms are those invariably associated with 
any ferm of gastropathy: loss of appetite, furred tongue and anorexia. 
These, as a rule, are the premonitory symptoms. Any one of the fore- 
going symptoms, however, may present itself as the first. Usually a 
history of prolonged dyspepsia from several months to several years 
is elicited. The dyspeptic symptoms vary considerably so that no 
diagnostic importance attaches to them. In some cases vomiting has 
occurred periodically, in others the onset has first been noted as a 
gradual loss of appetite. Some cases are ushered in by a brisk hemat- 
emesis following dietary indiscretion. Often palpable tumor in the 
abdomen with pain is the first symptom. 

Roentgen-Ray Examination.— The roentgen-ray findings are of 
absolutely no value as differentiating the condition from carcinoma. 
The radiographic pictures of the two are identical. 

Gastric Contents—-These vary from normal, as recorded in a few 
cases, to hyperacidity and anacidity. Here again there are no definite 
criteria. The largest number of cases have shown a relative achloro- 
hydria, and this symptom is pointed to by Hausmann ** and others as 
of considerable diagnostic importance. 

Diagnosis —The diagnosis of gumma from the symptomatology, 
the dyspeptic history and clinical findings is well nigh impossible in 
the majority of cases. As in other forms of syphilis, the mistake 
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should be less frequent today in the light of the laboratory assist- 
ance than heretofore. It may be observed as a good general rule 
that no case should be explored or operated on for carcinoma or for 
tumor until a careful scrutiny into the history and possible concomitant 
findings with regard to a coexistent syphilis has been made. If this 
were done, many patients would undoubtedly be saved from opera- 
tion. Of perhaps some slight value in the differential diagnosis from 
carcinoma is the slower degree of cachexia and emaciation. The 
association of nodes in the neighboring viscera, notably the liver, fur- 
nishes added difficulty to the differential diagnosis, since in a number 
of cases of gastric gumma, gummatous nodes in the liver have occurred, 
simulating the picture of metastatic carcinomatous nodes. The value 
of the therapeutic test, together with a history of preexisting syphilis, 
furnish the only valuable points in differentiation. It has been urged 
by some that in a doubtful case the administration of intensive mer- 
curialization for a few weeks can in no way influence the progress of 
a carcinoma badly and may make for a miraculous cure and establish 
the differential diagnosis if the case be one of gumma. 


Prognosis —The prognosis depends entirely on the early diagnosis. 
Many patients have made brilliant recoveries both with and without 
operation. In the case diagnosed by Hewlett and referred to me for 
treatment, the patient made a most astonishing recovery within a few 
weeks, all traces of tumor and all gastric symptoms disappearing. 
Similar results are reported by Einhorn,?° Morgan,*® Pewsner, Haus- 
mann,** Niles,®*® and others. 


Treatment.—See chapter on treatment. 


DIFFUSE SYPHILITIC INFILTRATION OF THE GASTRIC MUCOSA GIVING 
RISE TC DISTORTION 


Incidence.—This is a rare form and is due to a combination of 
diffuse syphilitic infiltrates of the submucosa associated with involve- 
ment of the serosa. Such cases are reported by Mathieu,’* Downes 
and LeWald,* Leven and Barret,’® and LaFleur.** Most cases have 
been discovered at necropsy, after the patient had been treated for 
chronic hypertrophic gastritis, or with a diagnosis of chronic linitis. 
The presence of scarring and contraction in and about the pylorus has 


39. Niles, G. M.: Syphilis of the Stomach, J. A. M. A. 66:564 (Feb. 19) 1916. 

39. Morgan, W. G.: Syphilis of the Stomach, Am. J. M. Sc. 149:392, 1915. 

40. Downes, W. A., and LeWald, L. T.: Syphilis of the Stomach; a Report 
of Eight Cases with Roentgenologic Findings, J. A. M. A. 64:1824 (May 29) 
1915. 


41. La Fleur: A Case of Gastric Syphilis, Montreal M. J. 32:488, 1903. 
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given rise in a number of cases to definite hour-glass constriction, and 
several cases have been reported as hour-glass constriction due to 
syphilis. 

Symptoms.—These are varied and generally refer to chronic gas- 
tritis with loss of motiliy. In Leven and Barret’s case there was 
marked emaciation, anemia, extreme pain and vomiting. Roentgen-ray 
examination showed a bilocular stomach with marked contraction 
beginning 10 cm. from the cardia. The patient recovered completely 
under iodid and mercury. In LaFleur’s case there was a similar history 
of pain and occasional vomiting of long duration with loss of weight. 
Gastric contents showed a total anacidity. Extensive ulceration into 
the mucosa had occurred. The stomach was markedly dilated and an 
hour-glass constriction due to contraction was found at operation 2 or 
3 inches from the pylorus. This patient recovered entirely on the 
administration of mercury. Marked scarring and atrophy occurred 
also in the ‘classic case of Hemmeter and Stokes,’® but without definite 
constriction. 

In general, this form of gastric syphilis seems to be somewhat 
more benign than the other forms. Although associated with extreme 
emaciation, most patients have recovered, and repeated hematemesis 
is less common. 

Roentgen-Ray Examination.— The roentgen-ray findings in this 
form of gastric syphilis are perhaps of greater value than in other 
forms. Smithies points out that marked contraction and distortion, 
when associated with a high degree of peristalsis, is very suggestive 
of syphilis. 

Diagnosis. — These cases must be differentiated from cases of 
chronic hypertrophic gastritis and from cases of pyloric stenosis 
associated with dilatation. The diagnosis again depends on careful 
analysis of the case. The gastric contents are of some value if asso- 
ciated with an achlorhydria and the roentgenologic findings, together 
with the serologic findings, are the important factors in establishing 
the differential diagnosis. 

Prognosis—From the cases reported, this would seem to be excel- 
lent when the condition is recognized. It is modified definitely, how- 
ever, by the presence or absence of pyloric involvement. In a case 
that I have under observation, in which there is extensive hypertrophy 
of the stomach and some contraction about its middle, the patient has 
made no headway, due to the marked stenosis at the pylorus caused 
by an old syphilitic process in that region. Such cases as these, how- 
ever, after the constitutional treatment has been advanced, lend them- 
selves admirably to surgical interference, and after gastro-enterostomy 
has been performed the prognosis is excellent. 
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PYLORIC SYPHILIS 


Incidence.—The entire clinical picture of gastric syphilis is changed 
when the lesions which have been described above occur in or about 
the pylorus. Under such circumstances the symptomatology resembles 
closely that of pyloric disease, that is, pyloric ulcer in the case of 
ulcerated gummas, pyloric stenosis in the case of scar lesions and par- 
tial stenosis when there is a peripyloric gummatous infiltrate. A fairly 
large number of the cases of gastric syphilis are of this type of involve- 
ment. In Hemmeter and Stokes’ case there was a marked localization 
of a diffuse process at the pylorus, giving rise to a stenosis. In spite 
of the stenosis, the remainder of the stomach was small and atrophic. 
Similar cases are described by Einhorn,?? Hayem,** Gross,** Sieg- 
heim,'? Muhlman, Muller, Eppinger and Schwarz. 

Symptoms.—These simulate closely those of pyloric disease. 

Vomiting: Vomiting is, of course, the most prominent symptom. 
It occurred in practically all of the cases and has, as in stenosis, a 
definite relation to the ingestion of food. Retention of contents, dis- 
taste for food, pain, particularly localized to the pylorus, occasionally 
described as radiating to the back, have been noted as present. Definite 
tumor occurred in a large percentage of the cases, and this is described 
as occurring to the right of the midline, and is pointed to as an impor- 
tant diagnostic factor. 

Hemorrhage: Hemorrhage has been reported as occurring in those 
cases in which there was definite ulceration. A striking feature in all 
the cases was the marked emaciation, so that when associated with 
tumor, the diagnosis pointed to pyloric carcinoma. 

Roentgen-Ray Examination.—The roentgen-ray findings are similar 
to those of pyloric stenosis of other types and are in no way diagnostic. 


DIFFICULTY OF DIAGNOSING GASTRIC SYPHILIS 


In considering the pathology and clinical features of gastric syphilis, 
one is impressed by the great difficulty in diagnosis owing to the fact 
that there is nothing specific in any case that points to syphilis rather 
than to any other form of gastropathy. Any one of the reported cases, 
so far as the clinical picture is concerned, could easily pass as a classical 
type of one or other of the forms of gastric disease. In all cases of 
gastric disease, therefore, the greatest importance attaches to the pos- 
sibility of syphilis, particularly in cases in which there may be some 
deviation from the type as classically described. A patient who has 


42. Hayem, G.: De la syphilis estomacal, Presse méd. 13:105, 1905. 
43. Gross, H.: Die syphilitische Fibrése; Darm-u. Magen-Striktur, Miinchen. 
med. Wchnschr. 50:157, 1903. 
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gastric disease will be benefited by a careful anamnesis as to a pre- 
existing syphilis, and a careful examination as to other symptoms of 
syphilis in other parts of the body. Due reservation must be made, 
however, for the possible association of syphilis and other forms of 
gastric disease, particularly the frequent association of syphilis and 
cancer. It is not at all unlikely that many carcinomas of the stomach 
may find their points of origin in scars of recent syphilitic ulcers. 
Such degenerations occur in syphilitic lesions in the rectum and on the 
skin, and it is highly probable that they occur in the stomach as well. 
In any event, in doubtful cases, the therapeutic test remains as the 
best aid to diagnosis. A case of gastric disease which resists all other 
forms of medication and clears up promptly on the intelligent admin- 
istration of antisyphilitics is rather more than circumstantial evidence 
as to the syphilitic nature of the process. 


44. In addition to those already given, the following references may be 
of interest: 

Klebs: Pathologische Anatomie 1:262, 1869. 

Cornill and Ranvier: Manual de histologie pathologique 2: 1884. 

Buday: Virchows Arch f. path. Anat. 141:514, 1895. 

Keser, J.: Syphilis and Gastric Ulcer, Brit. M. J. 2:696, 1891. 

Flexner, S.: Am. J. M. Sc. 116:424, 1898. 

Reser, J.: Syphilis and Gastric Ulcer, British M. J, 2:696, 1891. 

Kohn, A. D.: Syphilis of the Stomach and Intestines, Am. J. M. Sc. 1909, 
p. 137. 











A PRACTICAL METHOD OF ROENTGEN-RAY DOSAGE 
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NEW YORK 


For the past two and a half years this method has been in vogue 
in various hospitals, clinics, and offices throughout the country. The 
primary reasons for its adoption were the lack of supply of reliable 
radiometers and the ease and practicability of its application as com- 
pared with the intricate and exacting detail necessary for the proper 
use of various radiometers. 

The method can be used with any standard interrupterless machine 
and Coolidge tube. It is not necessary to standardize each outfit, for 
one who is familiar with the apparatus ought to master the technic of 
this method in a very short time, so that he can set and maintain the 
four factors constantly throughout the time of exposure. 

The standard of all roentgen-ray dosage is known as the erythema 
dose; in other words, the quantity of roentgen-ray necessary to pro- 
duce an erythema of the skin in from ten to fourteen days after 
exposure. 

The amount of radiation reaching the skin of the part exposed is 
determined by four fundamental factors: the voltage, expressed as 
K V or kilovolts; the milliamperage or current, expressed as M A or 
milliamperes ; the time, expressed as T in minutes, and the distance, 
expressed as D in inches from the target of the tube to the skin. 
Voltage, or K V, is very often expressed in the number of inches 
between the spark gap terminals which relatively correspond to the 
number of kilovolts. The actual determination of the spark gap is 
obviously just the amount of pressure or voltage that gives a spark 
across the terminals without the tendency to arc and which, at the safme 
time, maintains the milliamperage desired in the tube. 

The analysis of these four factors necessitated maintaining three of 
them constant throughout the exposure, and varying the one under 
investigation. Thus maintaining 3 SpG 3 M A for five minutes at a 
distance of 8 inches produced an erythema in the usual time, ten to 
fourteen days, over an area of the chest which happened to be covered 
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with hair. The third week after exposure the hair came out and 
showed no signs of returning at the end of six months. Another area 
of the chest was exposed and given 3 SpG 3 MA at a distance of 8 
inches for four minutes instead of five minutes. In this area the hair 
fell out during the’ third week, and had all returned by the fourth 
month after exposure. 

The latter formula, namely, 3 Sp G 3 M A, four minutes with 8 inch 
distance, we will call one skin unit. This, then, is the dose required 





Fig. 1—Four areas of patient’s back treated with the roentgen ray. 


for the treatment of ringworm of the scalp, thus insuring the return 
of the hair, whereas if five-minute exposures were used the hair would 
not return, and a certain amount of permanent baldness would ensue. 

If a pastil were placed 8 inches from the target of the tube and 
the factors 3 SpG 3 M A and four minutes’ time given, the color pro- 
duced on the pastil would correspond to one on the scale of a Holz- 
knecht radiometer which, expressed in Holzknecht units, would be 
4 H, because Holzknecht readings were originally all made at half 
distance. 
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By using the pastils and a Holzknecht radiometer it has been found 
that if you double the time, the voltage, or milliamperage separately, 
maintaining the other three factors constantly, that you will double 
the dose when the roentgen-ray is used without a filter. Also by placing 
two pastils, one at full distance, and the other at over half the distance 
from the target of the tube to the skin, that the pastil reading at the 
half distance will be four times that of the one placed on the skin or 
full distance, therefore inversely to the square of the distance, the 
same as the law of light. 


3SpG.: y minutes = ¥% skin unit 
6 Sp G , minutes = 1 skin unit 
3 Sp G , minutes = 1 skin unit 
3 Sp G / minutes = % skin unit 
3 Sp G minutes = 1 skin unit 


The dose, then, of 1 skin unit, which we have adopted as our standard for 
unfiltered roentgen-ray therapy, would be expressed as follows: 


3x3xf 9 


—- or ————— 


8 x Z ~ 3 


3SpG KX 3MA™ 4 minutes 
——- or 


ex 3M 4 
8 inch 8 inch 8 x 8 





The standard formula for an erythema dose would be: 


3SpG X 3 MA 5 minutes 
as ———— or 
8 inch * 8 inch 





In order to prove the actual working of the above formulas, let us take 
the factors as expressed in the above list. 


3 SpG 3 MA2 minutes 


is used, what is the dose? 





8 inch D X 8 inch D 
axaxz 9 


8xs «a2 
A 3 


i eee 36 / 4 9 
siti =— = — the standard or one skin unit 
8x 8 64/4 16 
9 % 
or g x oum 


—_— 0 


32.16 xg 
2 


2. With 6 SpG instead of 3 SpG, other factors remaining constant, the 
process would be- 


= ™% skin unit 


3 
$x3xZz 9 


8xK 16 
# 


1 skin unit 
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3. With 6 MA instead of 3 MA, other factors remaining constant, thus: 


3xB xz 9 
8 ~ 16 
oe 
su eer 1 skin unit 
4 With 4 minutes’ time instead of 2 minutes’ time, the result would be: 


xine Ss 


8xK > - 


4 y+ 


re hae 


5. With 16 inches distance instead of 8 inches and 4 minutes’ time with 
3 MA and 3 SpG, the result is. 


3xX3xf 9 


= 1 skin unit 


ree i 64 


9 


= Y, skin unit 


9 
64 «16 4 


Now let us take the factors as given under 1 but assume that you want to 
use 3 SpG 3 MA and 8 inches distance, and desire to give % of a skin unit 
and do not know how much time to use. 

xs x TF 9 


8x 8 64 


The standard for 1 skin unit is —; for % of a skin unit it would be — 
16 32 


~ 


If, then, — represents all of the factors except time, and — equals % skin 
64 32 


4 2 
Rin) *.. Mom 
unit, — + —>—_ X¥ — = 
2. e@ 3 Ff 
With the factors expressed in 2 what would the SpG be using 3 M A 2 min- 
utes’ time at 8 inches distance to produce 1 skin tnit? 


SpGX3xf 3 9 
‘<- 
4 


2 minutes’ time. 





= 1 skin unit, therefore, 
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With the factors expressed in 3, what would the MA be using 3 SpG for 
2 minutes’ time and 8 inches distance to produce 1 skin unit? 


3X MA x Zz : 
SS —- = — —= 1 skin unit. therefore, 
sx ZK 32 16 

4 


9 
-- “F - x = 6OMA 
16 3 
With the factors expressed in 4, at what distance would it be necessary to 
place the patient from the target of the tube to produce 1 skin unit using 


3 SpG 3MA 4 minutes’ time? 


> ee eo 36 9 
=: = 1 skin unit, therefore, 


DxXxD DxD 





4 
a: a J (0 8 


—~F—=—-X—=2 =— D= 8 inches distance 
D* 16 De £f D* D 
The distance required to produce one skin unit is found by dividing 
the product of the three known factors by the standard formula for 


one skin unit 2 instead of dividing the standard formula > by the 


fraction with unknown distance as exemplified in obtaining the other 
factors. 

The determination of distance and the number of skin units are 
both obtained by the same method. 

From the foregoing calculations it is evident that the dose of 
unfiltered roentgen ray can be accurately and easily determined for 
both fractional and massive dosage. When all four factors are known 
the product of their formula divided by the product of the standard 


formula for one skin unit, namely, = will indicate the dosage in 


skin units. When, however, any one of the four factors is unknown 
and the other three decided on, the product of the standard formula 


for one skin unit, namely, a. divided by the product of the three 


known factors, indicates the unknown factor for one skin unit. When 
distance is the unknown factor, note the exception to this rule. 

Owing to a proportionately large filtration of the ray generated 
below a 3 m gap or 3 Sp G by the glass in the Coolidge tube the above 
rule of unfiltered dosage does not apply. 

This method of estimating roentgen-ray dosage is also applicable 
in determining the number of plates that can be taken of a given case 
without the production of a permanent alopecia or roentgen-ray burn. 
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For instance, how many plates or exposures can be made of a 
frontal sinus or anteroposterior diameter of the head without producing 
an epilation or erythema of the scalp? The formula or factors for 
such an exposure might be as follows: 

SpG MA D T 
5% 25 18 in. 10 sec. 

This means that the plate is 18 inches from the target of the tube 
and in this instance the scalp is 10 inches from the anode. In order 
to find the dosage which the scalp will receive the formula must be 
changed from 18 inches to 10 inches. 


SpG MA D 
5% 25 10 in. 10 sec. = 1% of a minute 


S¥%eX25XK% Ho 11 


0x10 £4100 °° © 48 





Take the standard formula for an erythema dose: 


$x3xS.. @ 


8 x 8 64 


Divide the erythema dose by the dose for each exposure: 


45 11 45 $8 135 
_--—= xX — = — = Hg plates 

64 48 11 44 
Thus three plates with these factors would not cause an erythema, 


but may produce a temporary alopecia. 
By dividing the product of the factors of the standard formula for 


an erythema dose, namely, +. or one skin unit = by an exposure 


formula, provided the skin distance is taken instead of plate distance, 
the roentgenologist can determine the number of plates he can make 
without producing an erythema or temporary epilation. 
Four areas of a patient’s back were treated with the following 
factors for each area: 
3xX3xX5 
(1) ————— = 1% skin unit 
8x8 
3X 6 X 2% 
8 x 8 
3X 4% X 3% 
8 x 8 
3X9X 1% 
8 xX 8 


= 1% skin unit 





= 1% skin unit 


= 1% skin unit 
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The photograph of the patient taken ten days after treatment 
demonstrates that all the areas coincide, yet in two of them, namely, 
(2) and (4), the spark gap or SpG is doubled and one-half the time 
taken for exposure that was given in (1) and (3) respectively. It 
therefore follows that if the Sp G is doubied and the time reduced one- 
half, the same degree of erythema will be produced, other factors 
remaining constant. 

From the standpoint of quality of the roentgen ray in the above 
experiment the formula with 6 SpG and 9 SpG should give a very 
large proportion of penetrating rays as compared with the 3 Sp G and 
414, SpG. Hence one would expect that these penetrating rays derived 
from the higher Sp G would pass through the skin, and it would take 
much longer to produce the same erythema as was produced by the 
3 SpG and 4% SpG formulas which give a large proportion of rays 
of low penetration, and naturally would be quickly absorbed in the 
outer layers of the skin and quickly produce a burn. 

By actual experiment the reverse proves true. For it took just 
one-half the time to produce the same biologic effect in the doubled 
Sp G doses (6 Sp G and 9 SpG) as it did in the 3 SpG and 44%4 SpG 
formula. 

It is, then, apparent that quality of the ray and absorption of the 
rays of long wave have little to do with the biologic effects in the skin. 
On the other hand, it seems that the factor which determines this 
effect is solely the quantity of roentgen ray reaching the skin, for it is 
obvious that a high SpG produces more rays that reach the skin than 
the same dose with a low Sp G or spark gap. 

We published the original communication establishing the principles 
and practical application of this method for both filtered and unfiltered 
dosage in the June issue of the American Journal of Roentgenology, 
1917. Since then Drs. MacKee’ and Wise? have, in their respective 
papers, pointed out the efficacy of this method in the calculation of 
roentgen-ray dosage in dermatology. 


1. MacKee, George M.: Arithmetical Computation of Roentgen Dosage, 
J. Cutan. Dis. 37:783 (Dec.) 1919. 

2. Wise, Fred: Roentgen-Ray Treatment of Widespread and Generalized 
Diseases of the Skin, J. A. M. A. 73:1491 (Nev. 15) 1919. 
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Acrodermatitis chronica atrophicans is a comparatively new der- 
matologic problem of great theoretical and practical interest. In spite 
of a steadily increasing number of observations it is still a condition 
sufficiently rare to justify the publication of a new example. The case 
to be reported is one of such exquisite and clear-cut type and possesses 
so many clinical features of interest as to furnish an additional incen- 


tive for placing it on record. 
The case was referred to the writer by Dr. Herman Sugarman of 
this city. 
REPORT OF CASE 


Personal History.—Mr. H. R., a Jew born in Russia, aged 44, married for 
twenty years, is the father of four children. The patient denies having previ- 
ously suffered from any serious disease and regards himself as in perfect 
health excepting the trouble with his legs, which condition had caused him to 
be bedridden for the last three weeks. The patient is a driver by occupation. 
Twelve years ago he fell from a wagon, and the wheels passed over his hands 
and legs. The patient admits having been a heavy drinker for years, but lately 
he had been drinking very moderately. His skin trouble had started about 
ten years previously when red patches appeared on the feet and hands, slowly 
developing and steadily progressing upward toward the elbows. It did not 
bother him, however, excepting slight occasional itching spells, and he had not 
paid any attention to the condition until the last few weeks when his legs 
began to swell and he had to go to bed. 

Physical Examination—The patient is a rather strongly built- man, weighs 
150 pounds, and is inclined to obesity. Examination of the visceral organs 
fails to reveal any abnormalities. 

Skin Findings—Examination reveals a striking picture of large areas of 
reddened skin, occupying both lower and upper extremities symmetrically and 
extending uniformly from the bases of the toes to the waist line, and from 
the proximal phalanges of the fingers to and above the elbow joints. The 
whole affected surface presents a mild, branlike exfoliation. The redness is 
diffuse in character, has ill defined margins and merges imperceptibiy with the 
normal skin. On the gencral background of this diffuse, rather dusky area of 
redness, mottled irregularly by numerous faintly marginated patches of normal 
or near-normal skin, there are to be found many areas of different degrees of 
color-intensity, from pale white to dark purplish. The most striking changes 
in both the coloring and the consistency of the skin are to be found on the 
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dorsal surfaces of the feet, around the knee joints, both on the extensor sur- 
faces and in the popliteal spaces, on the backs of the hands and on the elbows. 
As a whole, the affected areas present a remarkable mottled and composite 
picture showing an infinitely complex blending of colors and various stages 
of pathologic processes, almost defying an exact and detailed description. 

Lower Extremities—At the time of the first examination the lower extremi- 
ties presented more striking and more acute phenomena than the upper. Both 
legs, particularly the left, were swollen and on the background of dusky red- 
ness showed bright red inflammatory areas extending from the ankle joints to 
the knees. Both legs were edematous, especially in the lower half, and were 
very tender on pressure. In spite of this superadded picture of acute lymphatic 
infection, certain conspicuous features, such as purplish areas with a network 
of dilated veins, atrophic patches and a peculiarly resistant edema in some 
parts, plainly pointed to deep organic changes occurring as part of the primary 
pathologic process. 

In four weeks this acute superadded infection cleared up, and the following 
description presents the condition in its primary chronic state: The dusky red 
hyperemic area starts from the bases of the toes and increases in intensity as 
it extends upward. The backs of the feet present a mottled picture of dark 
purplish discoloration, particularly at the periphery, with a paler central area, 
which gives a peculiar sense of resistance and sclerosis to the palpating finger. 
The skin of this area cannot be pinched or lifted into a fold. Here also is to 
be found marked evidence of atrophic changes manifested by thinness and dry- 
ness of the skin. However, these various processes seem to be intimately 
intermingled and cannot be localized into separate areas. 


On the lower third and around the ankle joints of both legs there are to be 
seen a few indolent ulcers from a pinhead to a small coin in size. They are 
all of the same character—very irregular in shape, 0.25 to 0.5 centimeter in 
depth, without any evidence of inflammatory reaction or infiltration around 
the edges; they give the impression of a breaking down of the tissues with 
a dry, crumbling, cheesy mass covering the bases of the ulcers, with no granu- 
lations or pus. The largest of the ulcers was of a peculiar jagged appearance 
over the lower third of the left tibia. The base of this ulcer is rather clear 
and shows bared muscle tissue. The patient states that he gets these ulcers 
from time to time as a result of trauma, and they heal slowly under local 
medication. (This statement was borne out by subsequent observation.) 


The tibial surfaces present a mixed condition of tense sclerotic infiltration 
with atrophic changes of the skin. The tensely infiltrated area also affects the 
skin of the flexor surfaces of the legs, but there the inflammatory features 
predominate over the atrophic. As a result of closely intermingled processes of 
scleroderma-like infiltration and atrophy, the tibial surfaces present a peculiar 
network-like picture of rather regular quadrangular plaques with red, inflam- 
matory infiltrated bands and stripes and paler tense atrophic spaces, making 
up a composite stratified and reticulated area. The knees, particularly on the 
extensor surfaces, present a perfect type of “wrinkled cigaret paper” atrophy 
surrounded by a wide zone of a dark purplish area of dilated veins and dark 
brown pigmentations. The popliteal spaces also show a considerable advanced 
state of atrophy. Higher up on the thighs the same dusky redness with a 
branlike exfoliation completely encircles the limbs. On the anterior aspect of 
the thighs the redness gradually merges with the normal skin of the inguinal 
region, the skin here showing only a very mild degree of infiltration and 
none of the atrophy. 
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On the posterior aspect of the thighs the sclerotic infiltration is very pro- 
nounced. Two symmetrical, strikingly pale sclerotic bands stretch almost the 
whole length of the thigh—‘“femoral bands,” analogous to the “ulnar and tibial 
bands” mentioned by Fred Wise. Higher up, symmetrically disposed on each 
side in the gluteal segment, above the gluteocrucial fold and near the median 
line, can be seen a half-palm sized patch of markedly atrophic skin on a dark 
purplish background; and symmetrical patches of wrinkled atrophy somewhat 
smaller in size on each side in the region of the trochanter major. 

The area of dusky redness reaches the waistline and extends even beyond 
it. The upper boundary of this hyperemic area is so ill defined as to render 
it well nigh impossible to define its exact boundary. It appears as if the 
process of extension of the hyperemia is not yet completed and as if there 
was a tendency to creep still farther upward. 

An interesting feature, apparently wholly of incidental nature, is the pres- 
ence on the back of from fifteen to twenty well defined cutaneous lipomata 
varying in size from a buckshot to a large cherry—soft, lobulated, movable, 
some of them sessile and some pedunculated, with the overlying skin unaltered 
in color and consistency. 

Upper Extremitics—The skin lesions on the upper extremities maintain 
the same general type of symmetrical distribution as those on the lower. The 
hyperemic zone starts on the back of the left hand from the base of the third 
phalanx; on the right hand, from the base of the second phalanx. It goes 
upward and fades with an ill defined margin, on the right side two inches, on 
the left three inches above the wrist, with a wide, dusky red band extending 
up to the elbows. The palms are unaffected. Most striking changes are to 
be seen on the backs of the hands in the metacarpal region, where the skin 
is reduced to the extreme type of the “cigaret paper” atrophy, with translucent 
veins and a dark purplish peripheral zone, surrounding central pale, white, 
partly wrinkled and partly sclerotic and bound down areas. 

Reaching the elbows in ill defined and irregular strands the dusky redness 
is intensified at the points of the elbows, into symmetrical patches of a dark 
purplish hue with marked atrophic changes but without sclerotic changes. The 
hyperemic zone merges with the normal skin of the lower third of the arm on 
each side. 

ANALYSIS OF THE CASE 


Biopsy was refused, and the case is to be interpreted entirely on 
the clinical data. However, the gross pathology and the clinical pic- 
ture are so exquisitely characteristic and so fully developed as to 
render the diagnosis of the disease unassailable. 

The case with one or two variations presents all of the clinical 
features postulated by Herxheimer and Hartman, and cited by Fred 
Wise in his review of the subject. A slow and insidious beginning, 
the changes occurring symmetrically on the backs of the hands and 
feet as red patches slowly extending upward and encircling the limbs ; 
a slow development of infiltrated areas of scleroderma-like consistency - 
and subsequent involution of these areas into an extreme type of 
flaccid atrophy—anetodermia; a slow and progressive involvement 
extending over many years without affecting the general health or 
producing any visceral symptoms; the development of sluggish, indo- 
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lent ulcerations on the legs and slighi, if any, tendency ‘to attack the 
trunk of the body—these features amply justify a clinical diagnosis of 
acrodermatitis chronica atrophicans. 


INDIVIDUAL FEATURES OF THE CASE 


At the same time the case presents quite a number of individual 
variations and clinical features of interest: 

1. Acute superadded streptococcic lymphatogenetic infection of 
both legs, temporarily masking the underlying primary condition of 
acrodermatitis chronica atrophicans. 

2. Inflammatory redness and infiltration are well developed and 
vastly predominate in relation to the size of the affected area, over 
the atrophic changes which are limited to a few localities. 

3. The presence of very well developed “femoral” bands and the 
absence of “ulnar and tibial” bands. 

4. The fingers are involved with the exception of the last phalanges. 

5. The presence of lipomata on the back. 

6. The tendency of the inflammatory area to extend beyond the 
waist line. 

7. The absence of nodular infiltrations and “fibrous” tumors. 


8. The absence of a well defined “immunity area” below Poupart’s 


ligament. 

9. The history of alcoholism and of a serious injury which may 
be plausibly invoked as etiologic factors of the affection. 

10. A rather rapid progress and extension of the process which in 
ten years has covered the maximal area so far recorded in this disease. 


COM MENT 


The writer’s attention to the subject of acrodermatitis chronica 
atrophicans has been attracted by an able presentation of the subject 
by Fred Wise’ in a series of three articles. Wise, in reviewing and 
analyzing the literature very concisely and distinctly compares two 
prevalent and opposing views represented by Finger and Oppenheim 
on one side and by Herxheimer and Hartman on the other. 

1. Wise, Fred: Acrodermatitis Chronica Atrophicans; the Transition from 
Infiltration to Atrophy, THe Journat Cutan. Dits., April, 1914, 32, No. 4; 
Acrodermatitis Chronica Atrophicans, Its Symptomatology and Diagnosis (with 
Dr. E. J. Snyder), Amer. Jour. Med. Sc., April, 1915, 149, No. 4, p. 508: The 


Differential Diagnosis Between Acrodermatitis Chronica Atrophicans and Dif- 
fuse Atrophy of the Skin, Arch. of Diag., January, 1915. 
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ACRODERMATITIS CHRONICA ATROPHICANS VERSUS IDIOPATHIC ATROPHY 
OF THE SKIN 


The writer is strongly inclined to agree with Fred Wise in endorsing 
Herxheimer and Hartman’s contentions. The name “acrodermatitis 
chronica atrophicans” seems to have been admirably selected to describe 
not only the clinical symptomatology, but also the pathological 
characteristics. 

The objection of Finger and Oppenheim to the separation of 
acrodermatitis chronica atrophicans into a distinct clinical entity is 
advanced on the principle that the mere difference in localization of 
lesions does not justify the isolation of this type from others. This 
may be valid as an abstract principle, but it can hardly be sustained on 
clinical grounds in this particular instance. So steady a beginning of 
the process at the ends of the extremities, a so strictly symmetrical 
involvement and so uniform and regular clinical picture of acroderma- 
titis chronica atrophicans—are all features so striking and unique that, 
though the affection may not have a separate etiology and pathogenesis, 
it deserves to be emphasized as a separate clinical entity. What is 
more, Finger and Oppenheim admit that even in the main group of 
cases termed by them as dermatitis atrophicans diffusa the lesions are 
localized mostly on the extremities, symmetrically on the extensor sur- 
faces, first on the lower and then on the upper, and that the extension 
of the eruption on the trunk even in this group is not common. 

Thus the involvement of the extremities seems to be the clinical 
feature applicable to the great majority of cases of this whole group. 
This being the case, the contention of Herxheimer and Hartman that 
acrodermatitis chronica atrophicans can be considered as a separate 
clinical entity is fully justified. In fact, it might be more plausible to 
characterize this whole group of progressive atrophic dermatitides as 
acrodermatitis and to consider the minority of cases in which the 
localisation of lesions deviate from the main type, as mere variants 
and atypical cases of acrodermatits chronica atrophicans. 


ACRODERMATITIS CHRONICA ATROPHICANS VERSUS SCLERODERMA 


A feature that gives rise to the most confusion and greatest diffi- 
culties in the differential diagnosis of acrodermatitis chronica. atrophi- 
cans is the scleroderma-like infiltration. In many cases reported under 
a diagnosis of acrodermatitis chronica atrophicans scleroderma-like 
infiltrations were so marked as to give rise to a doubt whether the case 
was an atypical case of atrophic scleroderma or a combination of 
acrodermatitis chronica atrophicans with scleroderma. In the writer’s 
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opinion, the infiltration in acrodermatitis chronica atrophicans is not 
identical with the sclerodermic infiltration and can be differentiated, 
both on clinical and pathological grounds. : 

Clinically, a typical case of scleroderma and a typical case of acro- 
dermatitis chronica atrophicans differ so widely that they can hardly 
give rise to confusion. It is the atypical and transitional cases that 
render a differentiation at times difficult. But even then, irrespecti> = 
of characteristic distribution, there is one clinical symptom that can 
be taken as a fundamental differential feature; namely, the presence, 
in acrodermatitis chronica atrophicans, of a diffuse inflammatory 
hyperemia, which has a tendency to extend beyond the area of infiltra- 
tion. Scleroderma proper is a purely degenerative process and not an 
inflammatory one, and in its uncomplicated form it is manifested by a 
whitish color, paler than the surrounding tissues, and not by an inflam- 
matory redness. A dark red and bluish hue due to the network of 
translucent veins shining through the atrophic skin in the later stages, 
has nothing to do with the inflammatory redness preceding and 
accompanying the infiltration stage. 

Another feature of equal importance in the differentiation of true 
scleroderma from acrodermatitis chronica atrophicans in the infiltra- 
tive stage is the surface marking of the patch. In scleroderma it is 
smooth, shiny, waxy; in acrodermatitis it is rough and shows a bran- 
like exfoliation of mild degree. In fact, in its early stages, acroderma- 
titis may resemble somewhat a mild exfoliating dermatitis. 

Histopathologically, a confusion may arise only in the atrophic 
end-stage, the differences in the early stages being marked enough to 
prevent confusion. In scleroderma it is universally agreed that there 
are practically no changes in the epidermis, and that the hypertrophy 
of the collagen and elastic fibers is the most constant and characteristic 
change. In acrodermatis there is no such increase of these elements, 
even in the infiltrative stage. On the contrary, an early disappearance 
of elastic fibers is regarded as the most constant and characteristic 
histologic feature. It is only in the atrophic end-stage that the his- 
tologic picture in both conditions shows the same phenomenon of the 
decrease of elastic fibers due to the pressure of the infiltrate. In this 
stage a differentiation is difficult and is to be made on clinical grounds. 

Thus, both clinically and pathologically, it would seem to be justi- 
fiable to regard the infiltration in acrodermatitis as a different process 
from that of scleroderma, even though at certain periods there is some 
clinical resemblance. In some cases, such as those reported by Kanoky 
and Sutton and by Kinsbury, it must be admitted that there is a possi- 
bility of the coexistence of both conditions, possibly due to the same 
etiologic factors. 
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On the strength of the study of the reported case and of the avail- 
able literature the following deductions suggest themselves: 
1. Acrodermatitis chronica atrophicans is a well defined clinical 


entity. 
2. Its etiology may be manifold in nature and complex in any 


individual case. 

3. The scleroderma-like infiltrative process observed in acroderma- 
titis is not identical with scleroderma, either clinically or pathologically, 
though the combination of acrodermatitis and true scleroderma is 
possible. 


CORRECTION 


In the article on “Congenital Ectodermal Defect, with Report of a Case” 
by Dr. W. H. Goeckermann, which appears on page 396 of the April issue, 
the legends for Figures 7 and 8 should have been reversed. 





Obituary 


FREDERICK J. LEVISEUR, M.D., 1860-1920 


Dr. Frederick J. Leviseur died on March 19, after a brief acute 
illness, aged 60. 

Born in Cassel, he was the descendant of a highly cultured family 
of teachers, artists and writers. He studied medicine at the universities 
of Bonn, Berlin, Edinburgh and Goettingen, and graduated at the latter 
university in 1884. The following year he came to America to devote 
himself to the practice of his specialty. 

Leviseur did not like the fight of debate, but was a quiet, unassum- 
ing worker who would prefer to pass unnoticed, held back by a strange 
reticence rather than push himself into the foreground. He was not a 
prolific writer and came to medical meetings as a listener, not as a 
talker, controlled by an almost childlike modesty. He was a true and 
loyal friend and a genial companion. His professional work was a 
source of great satisfaction to him; he devoted his leisure hours to the 
study of the classics, music and art. The gentleness and tenderness 
of his nature endeared him to those who came under his professional 
care. He had a rare and sweet disposition, bearing no ill will and 
harboring no ill feeling. During the many years of my friendship 
and hospital connection with him I have never heard him say an unkind 
word about others. He was a gentleman, loved by those who knew 
him well. 

HERMANN GOLDENBERG, New York. 





Correspondence 


THE ARSPHENAMIN TREATMENT OF TUBERCULIDS 


To the Editor:—A statement made by Dr. L. Chargin* before the New York 
Academy of Medicine, when presenting a patient with gumma of the tongue 
complicated by papulonecrotic tuberculid of the forearms and legs, in which 
he mentions my observations on the treatment of tuberculids with arsphenamin, 
prompts me to call attention to one or two of the details of this method 
which Dr. Chargin, if his reported remarks accurately present the situation, 
has apparently overlooked. The paragraph of his discussion to which refer- 
ence is here made, reads: 

“Of interest in connection with the case was the fact that although the 
woman had several arsphenamin injections during the past three months 
(italics are mine), which had completely cleared up the gumma, there had 
been no effect on the tuberculid. This was mentioned apropos of the recent 
statement of. Stokes, who had observed marked improvement in tuberculids 
following arsphenamin treatment.” 

On page 529 of my discussion of the arsphenamin treatment of tuberculids * 
I endeavored to convey the impression that while improvement is usually appar- 
ent “with the first and second injections, it sometimes does not begin to 
appear until the fourth.” Furthermore, “In a case which is progressing favor- 
ably, new lesions have ceased to form by the end of the first course, although 
even in cases which ultimately remain clear there may be slight relapses.” 
From the context of my article it will be apparent that the “course” referred 
to means six injections in six weeks, not “several arsphenamin injections 
during the past three months.” On the same page I further called attention 
to the apparent relation of the degree of permanent improvement to the total 
dosage of arsphenamin, and mentioned 3.8 gm. as an average in those of our 
patients making the most satisfactory improvement. The maximum amount 
used in the production of one of our best results was 10.8 gm. On page 528 
I took occasion to remark that “the method should not be adjudged ineffi- 
cient or inapplicable to a particular case until it has had systematic and 
persevering application.” While it is of course possible that Dr. Chargin has 
employed arsphenamin in accordance with the technic which I have described, 
his phraseology does not suggest the fact to me. 

I believe it is also worth while in this connection to call attention to 
page 530 of my article, in which I attribute one of our failures to an inade- 
quate early course, and to the final paragraph of my communication (page 538), 
in which I make the statement that “some of the results produced in the 
patients longest under observation and treatment have been really remarkable, 
and failure and lack of improvement can in a number of instances, be explained 

1. Chargin, L.: Papulonecrotic Tuberculid, Arch. Derm. & Syph. 1:337, 1920. 

2. Stokes, John H.: Clinical Studies in Cutaneous Aspects of Tuberculosis. 
III. The Therapeutic Management of the Tuberculids, with Special Reference 
to the Efficiency of Arsphenamin, Am. J. Med. Sc. 157:522, 1919. 
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by desultory methods. In general the obese types of patients, and those with 
occult tuberculosis, offer less outlook for radical improvement than other 
types, but it is impossible at the present time to generalize or to predict in 
which case improvement may or may not be expected.” Just how much of 
the failure in Dr. Chargin’s case is attributable to desultory methods rather 
than to intrinsic defect in this mode of treatment would be difficult to state, 
but Dr. Chargin’s words suggest to me an unenergetic application of the method. 

I am, of course, keenly interested in the experience of clinicians with the 
use of arsphenamin in treating tuberculids. Four years’ employment of the 
drug in accordance with the technic described in my article has taught me 
much about its limitations, particularly with reference to relapse, and about 
the unwisdom of making rash and overenthusiastic statements. The selection 
of the case to be treated is a factor in the result, and some outright failures 
will undoubtedly be attributable both to lack of judgment in this regard and 
to the fact that the method lacks specificity and is apparently indirect in its 
action. The employment of mercury in Dr. Chargin’s case may also assist 
in explaining an unsatisfactory result, since it was distinctly our impression 
that patients with tuberculids, who were under treatment for actual or sus- 
pected syphilis, did well on arsphenamin but reacted unfavorably when 
mercurialization was begun. I hold no brief for the infallibility of arsphenamin 
in treating tuberculids, and willingly concede that there is a margin of failure, 
and that there are definite contraindications to its use. I feel constrained to 
protest, however, against the citation of my methods when the statement in 
which my name is used implies the user’s unfamiliarity with, and failure to 
apply, some of my most explicit injunctions. The administration of “several 
injections” of arsphenamin, with no account of number, dosage or interval, 
in the course of “three months,” is certainly not a form of arsphenamin 
therapy of tuberculids for whose success or failure I wish to stand sponsor, 
or with which my methods and results should be compared. 

Joun H. Sroxes, Rochester, Minn. 





Abstracts from Current Literature 


SYPHILIS HEREDITAIRE ET DYSTROPHIES. V. Huvtiner et H. 
STEVENIN, Arch. de méd d. enf. 23:5 (Jan.) 1920. 


Hutinel and Stevenin say it is not surprising that toxic or infectious 
agents, acting during intra-uterine life and in the first year of life, when 
nutrition is particularly active, can result in deviations from the formative 
processes. Acute infections or intoxications, if not too severe, do not have 
as marked an influence as chronic factors. No one doubts the dystrophic 
action of alcoholism, tuberculosis, malaria and other diseases. Syphilis, how- 
ever, takes first place among the infectious diseases whose evolution is essen- 
tially gradual and whose parasite shows a truly desperate resistance. 

The period of septicemia of hereditary infection is not long; but it is suf- 
ficiently long to produce in many of the viscera lesions having a similar 
character, the majority of which will seem to be cured and to disappear, while 
others will leave cicatricial traces. In these foci, either minute and latent or 
large enough to be recognizable, are still parasites, doubtless few in number, 
but able to become active again and to multiply, either spontaneously or under 
some accidental influence. 

The organs with resistance thus lowered, may, when the infection becomes 
reawakened, show certain signs clinically recognizable, such as vascular or 
perivascular lesions, gummas, scleroses and cellular degeneration, all obvi- 
ously syphilitic. 

But, aside from these specific lesions, there may be others of different char- 
acter, syphilitic only in origin, and capable of being produced by other infec- 
tions or by intoxication. These lesions are particularly disturbances of nutri- 
tion whose variable results rarely permit affirmation of any specificity. 

The lesions due to hereditary syphilis may be divided into two groups. In 
the first are included the specific changes, more or less localized, in which 
one finds, if not the spirochete, at least its characteristic lesions; in the second 
group are included various nutritive disturbances—the dystrophies. This dis- 
tinction has previously been made by A. Fournier and his pupils, who called 
them syphilitic and parasyphilitic manifestations, and to explain the second 
group the action of a toxin secreted by the spirochete was invoked. This 
distinction seems logical, as it has been made in the case of other infec- 
tious diseases. 

The toxins secreted by the Spirochaeta pallida do not seem to be diffusible; 
they appear to cling to the parasite, and their action is entirely local. The 
authors therefore feel that it is natural to attribute the production of dys- 
trophies by syphilis to the lesions that the disease produces in a number of 
important organs. Accordingly, it is necessary to establish a hypothetical dis- 
tinction between the effects of the parasites and its toxins. 

The nutritive disturbances caused by hereditary syphilis present numerous 
and variable forms. Monstrosities, arrested development, malformation and 
agenesias, form a group which the authors merely mention, since the article 
discusses only the so-called dystrophies. The latter take many forms. Some 
are local, some partial; sometimes they are very limited. Most of the stigmas 
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of hereditary syphilis, such as deformities of the teeth, skull, etc., are included 
in this group. The authors believe these deformities are due more or less 
directly to latent or apparent changes which the specific septicemia has pro- 
duced, and therefore result for the most part from local infections; it is, 
therefore, not surprising that these changes have a maximum of specificity, as 
they are in reality direct manifestations of the disease. There exists between 
them and the actual syphilitic lesions no sharp line of demarcation, and their 
connection with the inherited «syphilis is direct, thus explaining their promi- 
nent position in clinical history. 

On the other hand, there are the general dystrophies. They affect all parts 
of the body—the bones, most of the joints, genitalia, nervous system, skin, 
etc., and these alterations often direct attention to the blood. Sometimes they 
occur singly, but more often they are grouped and associated. They usually 
accompany some of the local dystrophies which constitute the stigmas of 
heredosyphilis. 

The general dystrophies are poorly explained, especially in grown patients, 
by a direct action of specific infection. Lacking a better explanation, a toxic 
origin, purely hypothetic, and not very probable, has been attributed to them. 
The authors believe that this theory should be eliminated. 

One of the authors has held that the cause of these dystrophies should 
be searched for in the specific lesions that affect many organs, and particularly 
the endocrinous glands of the infant, which exert considerable influence on 
nutrition and development The role of the glands of internal secretion should 
be considered predominant in a large number of cases. It is conceded that 
no organ in the body can be seriously diseased without affecting the system, 
but it must also be conceded that the organs which regulate nutrition, such 
as the thymus, thyroid, parathyroid, hypophysis, when seriously affected, can 
produce especially deviation in nutrition and the great dystrophies so frequently 
seen in hereditary syphilis. Many of these organs are, furthermore, so frequently 
involved that in the presence of a dystrophy—such as dwarfism, giantism, 
myxedema, acromegaly—it is advisable to consider hereditary syphilis. It must 
be understood, however, that in affecting these glands the spirochete does not 
produce effects different from those following other infections and intoxica- 
tions, which, by different processes, all result in a similar disorganization and 
functional disturbance of the gland. A thyroid insufficiency, whether produced 
by tuberculosis, malaria, or by intoxication, if of equal severity, would pro- 
duce the same result. In all cases the patient would become myxedematous 
and would have hypothyroidism; or, on the contrary, exophthalmic goiter. The 
authors ask therefore whether it is unwise to conclude that the general dys- 
trophies are not the direct and immediate result, but on the contrary an 
indirect immediate consequence of specific infection. Syphilis may be the pri- 
mary cause, undoubtedly, but it is from the organic or endocrinous lesions it 
produces that these dystrophies result. Like the local dystrophies, then, the 
general dystrophies are dependent on organic lesions, but, being secondary, they 
have not the same degree of specificity. They appear less as a manifestation 
of a particular infection than as the result of an organic lesion. 

A third group of dystrophies due to hereditary syphilis is discussed—the 
organic debilities seen especially in the children of heredosyphilitics. The 
remainder of this lengthy paper is given over to a discussion of the dys- 
trophies as they show themselves in special organs aid parts. 


Senear, Chicago. 
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TUBERCULIDS AND THEIR RELATION TO TUBERCULOSIS OF 
THE SKIN AND OTHER ORGANS. A CRITICAL REVIEW. 
R. Cranston Low, M.B., F.R.C.P., Edinburgh M. J. 24:114 (Feb.) 1920. 


This review is an excellent discussion of the relationship of tuberculids to 
tuberculosis of other parts. The author’s own opinion plays perhaps the 
greatest part in the discussion. Some literature is cited. 

Considering the frequency of tuberculosis, the skin is relatively seldom 
affected. The skin manifestations of the infection are, however, very varied. 
For some years after the discovery of the tubercle bacillus it was thought 
that the only tuberculous lesions were lupus vulgaris, tuberculosis cutis 
verrucosa, scrofuloderma and ulcus tuberculosum cutis. Within recent years 
clinical observation and laboratory research have shown that in addition to 
these four conditions, which have been definitely proved to be due to the 
presence of living tubercle bacilli, there are numerous others due to, or 
suspected of being due to, either modified tubercle bacilli or their toxins. 

In lupus vulgaris the condition is embolic in origin, and means that there 
must be an active tuberculous focus somewhere which the physician should 
make every endeavor to locate. All isolated small spots suddenly appearing 
on the skin of a child after measles should be looked on with suspicion of 
tuberculosis and kept under observation for some time. The treatment for 
these cases is the same as for ordinary lupus, but if not too numerous, surgical 
excision of each lesion with a wide margin is the best method for all lesions 
that occur on the covered parts. 

The tuberculids comprise lichen scrofulosorum, papulonecrotic tuberculids, 
sarcoids, and erythema induratum. The lesions of lichen scrofulosorum are the 
commonest as well as the smallest, and are frequently not noticed by the 
patient. “This eruption is undoubtedly tuberculous in nature. An absolutely 
identical eruption may follow the subcutaneous injection of Koch’s old tuber- 
culin, and in doubtful cases an injection of that tuberculin will usually bring 
the eruption of lichen scrofulosorum out again. While the papular form is 
the most usual one, the eruption, if more acute, may show small vesicles or 
even pustules. The lesions have the same structure as lupus vulgaris, and 
the tubercle bacillus, although not easy to demonstrate, has been found by 
several observers, and in some cases animal inoculations has given posi- 
tive results.” 

The papulonecrotic tuberculid microscopically presents the structures of 
tuberculous tissue. It often closely resembles a secondary syphilid. It is, 
however, bluer in color, with no other signs of syphilis. It is not itchy. The 
lesions slowly necrose centrally, crust over and gradually heal. The papulo- 
necrotic tuberculid presents two other variations—acnitis and follicles. Cen- 
tral necrosis, endarteritis, and endophlebitis are common to all. Tubercle 
bacilli have been found microscopically and by animal inoculation in several 
cases of papulonecrotic. tuberculid. 

Erythema induratum scrofulosorum (Bazin’s disease) is the best known and 
largest of the tuberculids. “The lesion consists chiefly of a dense mass of small 
round cells, but the tubercle bacillus has been repeatedly found and animal 
inoculations have been positive, so that there is no doubt that they are defi- 
nitely tuberculous in nature. 

“For a considerable time all these forms of tuberculids were considered as 
toxituberculids, i. e., lesions due to tuberculin circulating in the skin and 
producing, as it were, a Pirquet’s reaction in certain areas, the tuberculin 
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reaching the skin through the blood stream. But in the light of more recent 
knowledge we must admit that they are forms of true tuberculosis due to the 
actual presence of the tubercle bacillus. This brings them into line with the 
secondary syphilids, which are known to be due to the presence of the Spiro- 
chaeta pallida in the skin. Tuberculids usually disappear spontaneously or 
after treatment for the original focus, although in very rare cases a tuberculid 
has developed into lupus vulgaris The probable reason why they do not 
oftener develop into lupus is that in such cases the tubercle bacilli are either 
dead or in a dying condition. As tuberculids usually occur in cases in which 
the patient is putting up a good fight against the infection, there are sufficient 
antibody substances in the tissues to ensure the destruction of the bacilli in 
the skin.” 

The benign sarcoids of Boeck structurally resemble very closely erythema 
induratum. They persist for years and do not tend to ulcerate. In a small 
number of cases animal inoculation with pieces of the swellings has produced 
tuberculosis. The deeper form of sarcoid described by Darier and Roussy is 
closely comparable to Boeck’s sarcoid. 

The treatment of the various forms of tuberculids is not always satisfac- 
tory. With rest and general treatment the same as for all forms of tubercu- 
losis many of them, and especially the smaller forms, disappear. For the 
larger lesions like erythema induratum roentgen rays are very useful. Tuber- 
culin, as a rule, does not give good results. Freezing with carbon dioxid snow 
should be tried in sarcoids. Arsenic internally is also worth a trial, and Stokes 
strongly recommends injections of arsphenamin in all forms of tuberculids, 
and especially in those cases in which no definite focus of tuberculosis is 
clinically demonstrable. 

The author discusses the possible relationship of tuberculosis to several 
other diseases that have also béen brought under suspicion. Among these 
are a type of purpura, erythema multiforme, erythema nodosum, lichen nitidus, 
granuloma annulare, lupus erythematosus, pityriasis rubra, (general exfoliative 
dermatitis), lupus perino and angiokeratoma. In these doubtful affections one 
should always remember the possibility of tuberculosis because, although the 
actual skin lesion may not itself be a tuberculous one, many of these eruptions 
are undoubtedly commoner in individuals who have a tendency for tubercu- 
losis, both in its milder and more serious forms. 

Expert Ciark, Chicago. 


L’ERYTHEME ARSENICAL OEDEMATEAUX DESQUAMATIF. M. G. 
Mian, Bull. et mém. Soc. méd. d. hop. de Par. 35:1055 (Dec. 18) 1919. 


Milian states that in the few articles on this subject most authors do 
not attempt to differentiate the varieties of “arsenical erythema,” but speak of 
them en bloc. In reality there are numerous forms and a single pathogenesis 
cannot be attributed to all of them. 

He thinks that there are two classes of postarsenical erythemas: first, the 
infectious erythemas, a coincidence of contagion or a lighting up of latent 
microbic infections, among which are scarlatiniform, morbilliform and poly- 
morphous erythemas, etc., which occur most often in the beginning of treat- 
ment, about the ninth day, and which explain why a number of the authors 
blame the medication when it is simply and purely a matter of contagion. 
These infectious erythemas are the most common, and in general they dis- 
appear after three or four injections, a fact which dispels all idea of a toxic - 
erythema. 
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The second group, the toxic erythemas, are more rare, and impress one 
as being due to arsenical intoxication, in that there are found not only erythe- 
matous rashes, but also cutaneous vasodilatation which borders on purpura, 
and intra-edema and hypodermic edema comparable to the cerebral edema of 
serous apoplexy. 

He then describes the clinical characteristics of a case belonging to the 


second group. : 
ita SENEAR, Chicago. 


THE FUNCTIONS OF THE CEREBROSPINAL FLUID; WITH A 
SPECIAL CONSIDERATION OF SPINAL DRAINAGE AND OF 
INTRASPINAL INJECTIONS OF ARSPHENAMIZED SERUM. 
Francis X. Dercum, Arch. Neurol. & Psychiat. 3:230 (March) 1920. 


In an interesting article Dercum concludes: First, the cerebrospinal fluid 
is preeminently a fluid for the hydraulic suspension of the brain and cord; its 
function is essentially hydrostatic. 

Second: Its chemical constitution is essentially that of the innocuous 
0.75 per cent. common salt solution. It has no action on the tissues with 
which it comes in contact; it is absolutely neutral and negative. 

Third: It is distributed throug’ the ventricles and subarachnoid spaces. 
It has no relation to the perivascular, pericapillary or perineyronal spaces. 

Fourth: It possesses no function of and plays no role in nutrition. The 
nutrition of the brain and cord takes place as does that of the other tissues— 
through its blood vessels, the perivascular spaces playing the same role as 
do the perivascular lymph spaces in the other organs and tissues. The old 
belief that the brain and cord have no lymphatic system must be abandoned. 

Fifth: The cerebrospinal fluid has its source in the choroid plexuses and 
perhaps in the general serous surfaces of its containing cavities. It leaves the 
subarachnoid spaces of the cranium by passing through the arachnoidal villi 
into the venous current of the sinuses; also to a lesser extent by the lymph 
sheaths of the cranial nerves; from the spinal subarachnoid space it passes 
out by the lymph sheaths of the spinal nerves. 

Sixth: Attempts at medication of the brain and cord through the sub- 
arachnoid space as in the Swift-Ellis method are unscientific, as substances 
introduced into the cerebrospinal fluid rapidly disappear by passing out through 
the arachnoidal villi and the lymph spaces, without in the slightest degree 
penetrating the nervous parenchyma. The beneficial effects hitherto ascribed 
to the Swift-Ellis and kindred methods are due entirely to the incidental spinal 
drainage. 

Seventh: Medication of the nervous parenchyma must be attempted through 
the alimentary tract, through the skin, through the areolar tissue or directly 
through the blood. 

Eighth: A remedy should be sought, the ions of which will readily osmose 
through the capillary walls. 

Ninth: Spinal drainage is urgently indicated in tabes and paresis. 

The writer further states that in his clinic they have abandoned the Swift- 
Ellis method. They have relied altogether on intravenous injections of 
arsphenamin and mercurial inunctions, together with spinal drainage, and their 
results have been better than previously, doubtless because special attention 
has been given to the drainage, all the spinal fluid possible being removed 
on each occasion. Finally, in a number of cases, they have practiced spinal 


drainage alone, and always with improvement. : 
Ouiver, Chicago. 
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NOTES ON AN EPIDEMIC OF ALOPECIA. W. J. Rutnerrorp, Brit. 
J. Dermat. 32:4. 


Rutherford, in addition to his ordinary military duties, took care of many 
of the civilians, returned prisoners of war and Belgian and French soldiers 
on leave in the Douai region, where the population had lived for four years 
in a state of intolerable servitude, and had suffered many hardships and much 
illness. He found many functional disorders, herpes zoster, neuralgias of 
various kinds, ulcers of the eye, and instances of thyroid intoxication, but a 
striking feature was the frequency with which complaint was made of copious 
falling of the hair, this occurring in 2.2 per cent. of the patients attended; a 
percentage out of all proportion to the incidence of such a condition in nor- 
mal times. 

Another strange fact was that the loss of hair did not occur at the time 
when it might have been expected, and during the continuance of miseries and 
alarms, but seemed to be of the nature of a reaction from the prolonged ner- 
vous strain and four years of semistarvation. 

One case was seen in December, 1918, nineteen cases in January, 1919, five 
in February, and two in March before Rutherford was discharged from the 
service, so that the majority of these cases had appeared in less than two 
months after the ‘armistice. 

Two cases were definitely alopecia areata, and in two of the others there 
was seborrhea capitis. If these four are excluded there remains twenty-three 
cases, one only in a male, in which there was copious falling of the hair. 
The patients ranged in age from 8 to 52 years, the majority of them ranging 
between 15 and 22 years. 

Rutherford considers the possibility of previous disease being responsible 
for the alopecia, but feels that in all these cases the prime cause was nervous 
strain combined with four years of impaired nutrition. Notes on the individual 


cases are added. ‘ 
SENEAR, Chicago. 


PATHOLOGICAL CHANGES ACCOMPANYING INJECTIONS OF AN 
ACTIVE DEPOSIT OF RADIUM EMANATION. 1. INTRAVENOUS 
AND SUBCUTANEOUS INJECTIONS IN THE WHITE RAT. 
Hasty J. Bace, J. Cancer Res. 5:1 (Jan.) 1920. 


An active deposit of radium emanation was collected on sodium chiorid 
crystals from a Duane radium emanation apparatus. This salt was then con- 
verted into a physiologic sodium chlorid which was drawn into a 2 c.c. syringe 
and the radioactivity of the syringe determined with an electrometer before 
and after the injections. In this way the exact radioactivity of the injected 
solution was determined and controlled. It was found that sublethal as well 
as lethal doses, administered by either method, produced definite degenerative 
changes in all the organs, but most marked in the liver, kidney and spleen, 
while the vascular system as a whole was shown to be especially vulnerable. 

Chronicity of the pathologic changes after small dosage was an outstand- 
ing feature. The gross histologic changes were those of congestion, hemor- 
rhages, cloudy swelling, and acute fatty degeneration and giant cell formation, 
varying for different organs, but quite constant for the same organ under dif- 
ferent experimental conditions. The cellular changes were those of cytoplasmic 
and nucleoplasmic degeneration without apparent predilection for nuclear 
changes except as secondarily induced by alteration in cell nutrition. 
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The intravenous and subcutaneous methods differed chiefly in the marked 
pulmonary changes following the former technic. These results, which were 
attributed chiefly to alpha radiation, were similar to those obtained by other 
investigators from the gamma radiation from the external application of a 
radium plaque, and to the mixed” rays obtained by the injection of radium 


bromid itself. H. R. Foerster, Milwaukee. 


UN CAS DE GANGRENE CHEZ UN TYPHIQUE. M. M. Wetnserc 
and Francon, Bull. et mém. Soc. méd. d. hop. de Par. 35:1084 (Dec. 
18) 1919. 


Weinberg and Frangon describe a case of gaseous gangrene developing in 
a patient suffering with typhoid fever, the condition appearing on the eight- 
eenth day of the disease. Without any intestinal complications the patient’s 
temperature fell to 38 degrees, and on the next day two plaques of gangrene 
developed, one on each buttock. The process was arrested by serotherapy, 
but the patient died three days later. The Eberth bacillus had been isolated 
by blood culture, and the Bacillus perfringens was found in the gangrene 
lesions. 

Only two other cases of like nature could be found recorded, and in these, 
as well as in the present case, the gangrene developed at the site of thera- 
peutic injections previously made. The authors do not think it possible that 
the gangrene could be due to introduction of the organisms at the time of 
injection since they took the usual antiseptic precautions, and the solutions 
used were found to be perfectly sterile. They feel that the injections simply 
determined the sites of lowered resistance to be attacked by the anaerobes 


ied by the blood. 
carried by the Dio SENEAR, Chicago. 


STATUS OF RADIUM-THERAPY IN DERMATOLOGY. Wiiam H. B. 
Arxins, Urol. & Cutan. Rev. 24:63 (Feb.) 1920. 


In some conditions, notably cancer of the face, radium may be regarded as 
the treatment of election, as it may be relied on to bring about a complete 
and permanent cure in a large proportion of cases, without leaving the dis- 
figuring and contracted scars which so often result from surgery and which 
so frequently are the sites of the recurrence of the trouble. In advanced deep 
cancers, which are hopeless from the point of view of surgery, radium has 
shown itself to be invaluable, and there now appears to be no doubt that it 
exerts a reliable influence on many forms of malignant growth. Radium is 
also recommended for benign tumor growths, such as moles, warts, papillomas 
and angiomas. It is also of value in keloid, lupus erythematosus, tubercu- 
losis of the skin and leukoplakia. It is asserted that in cancer of the lip, 
both in early and advanced cases, the results are equal or superior to those 


of surgery. 
itd Levin, New York. 


A METHOD OF TREATING TINEA. Grasson, Brit. M. J. 2:219 (Feb. 
14) 1920. 


The author states that as a result of the war the variety of tinea commonly 
called dhobie or washerman’s itch (eczema marginatum) has become very 
prevalent in England. 
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By combining chrysophanic acid ointment and radiotherapy, he has in over 
90 per cent. of his cases obtained a cure in one treatment. In a few cases a 
second treatment was given. 

The ointment is composed of chrysophanic acid, 30 grains to 1 ounce of 
lanolin. If a gas tube is used, it should have a penetration of 8 by Wehnelt’s 
radiometer. With a Coolidge tube the battery should be 4 amperes, and the 
primary current should give a reading of from 8 to 10 milliamperes. 

A thin layer of chrysophanic acid ointment is spread over and a little beyond 
the affected part; the tube is brought over the center of the part to be treated 
from 8 to 10 inches away from the skin surface, and an exposure of five 
minutes given. After the treatment is finished the ointment is wiped off the 
skin, to prevent staining of the clothes. 

The author states that roentgen rays alone will not cure the affection, and 
while chrysophanic acid will do so in time, it is disagreeable and stains the 


clothing. Ouiver, Chicago. 


THREE CASES OF LICHEN PLANUS IN CHILDREN. H. G. Apamson, 
Brit. J. Dermat. 32:1 (Jan.) 1920. 


Adamson found only four cases of lichen planus in young children described 
in the literature—Kaposi’s in a child aged 8 months, Hallopeau’s two cases in 
children of 12 months and 12 years, respectively, and MacLeod’s in a girl 
aged 8 years. 

He adds details of three cases from his own practice, in patients aged 
3% years, 8 years, and 2 years, respectively. There had been no previous ill 
health in any of the children, and none during the eruption. 

The author calls attention to the fact that these cases in children disturb 
the generally accepted opinion that nerve exhaustion from worry and over- 


work is a strong etiologic factor in lichen planus. Senear, Chicago 


THE DIAGNOSIS OF PRIMARY SYPHILIS BY CULTURE. Frep W. 
Bagstack and Wituiam E. Keane, J. A. M. A. 74:392 (Feb. 7) 1920. 


Baeslack and Keane describe an additional laboratory method for the diag- 
nosis of certain primary syphilitic lesions. The occasion for the employment 
of this method arises from the fact that the physician engaged in extensive 
venereal practice is at times confronted by patients presenting a lesion of 
the foreskin or penis which, on account of previous medication, such as the 
use of calomel ointment, calomel dusting powder, burning with acids or other 
escharotics, or the use of antiseptics, no longer presents the typical appear- 
ance of a chancre. An attempt to make a diagnosis by means of the dark 
field usually fails.. 

The method consists in inoculating small pieces of tissue from the sus- 
pected lesion on a special medium. This is so complicated that for its descrip- 
tion reference must be made to the original article. 

The inoculated tubes are incubated at 37 C. from three to five days, when 
a few drops of the medium near the tissue are removed with a pipet to a 
slide for dark-field examination. 

Tissues from such doubtful cases have been planted as late as twenty-four 
hours after removal. These tissues had been kept, wrapped in gauze, in the 
icebox for that length of time, and yielded positive cultures, when repeated 
dark-field examination of the scrapings of the fresh tissue itself were negative. 


Criark, Chicago. 
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DIE BEHANDLUNG DER SYPHILIS MIT SILBER-SALVARSAN- 
NATRIUM. Rite and FruHwWaALpD, Minchen. med. Wcehnschr. 66:1226 
(Oct. 24) 1919. 


The authors set forth the experience of their clinic in the treatment ot 
syphilis by the intravenous injection of a relatively new drug. This drug 
consists of salvarsan (arsphenamin) and silver in chemical combination in 
the form of a sodium salt. This chemical substance was first made by Kolle, 
who, for some years, has endeavored to obtain a substance which would be 
less toxic and at the same time exert a more pronounced therapeutic effect 
on syphilitic patients. In a similar manner salvarsan has been made to com- 
bine with other metals for therapeutic purposes—notably platinum, gold 
and copper. 

The silversalvarsan product contains only two-thirds as much arsenic as 
salvarsan and is two to three times as effective therapeutically as the latter. 
It is not only less toxic but also is given in smaller doses than salvarsan. 
“According to Kolle, 0.25 gm. silversalvarsan equals 0.4 gm. salvarsan.” 

The authors cite the experience of twenty-one other authors with silver- 
salvarsan. The great majority of their reports are favorable to the new drug. 
Secondary reactions following injections of silversalvarsan were, however, 
frequently reported. These reactions consisted of rise in temperature, vari- 
ous vasomotor reactions and exanthemas. One death from pneumonia was 
recorded. 

After treating ninety-two cases of varied syphilis over a period of fourteen 
months, the authors are much impressed with silversalvarsan as a specific drug 
for syphilis. They much prefer it to salvarsan, neosalvarsan (neo-arsphenamin) 
or either of these in combination with mercury. They conclude that in all 
types of syphilis silversalvarsan exerts a rapid beneficial effect—a much more 
rapid effect than with any other method employing neosalvarsan. This desir- 
able effect is produced by fewer and smaller doses. A comfortable feature is 
that one works with a dosage well under the toxic quantity, as silversalvarsan 
contains only two-thirds the arsenic found in salvarsan. 

The new substance is in general well tolerated and no untoward effects 
have so far been noted. ee ee. eo 
EARLY MANIFESTATIONS OF SYPHILIS OF THE CENTRAL NER- 

VOUS SYSTEM IN COMBATANTS. Pror. G. Picuin1, Riforma med. 

48:1050 (Nov. 29) 1919. 


The author reminds us that civilization and the strain of modern life may 
be the reasons for the increased number of cases of syhilis of the nervous 
system observed during the last few years, although our greater efficiency in 
diagnostic methods and the recent laboratory discoveries have done a great 
deal to enable us to recognize cases of nervous syphilis that would not have 
been so diagnosed a few years ago. During the last war, the author had the 
opportunity to observe numerous cases of nervous diseases at the Italian 
front. He believes that violent emotions and injuries of the skull and the 
dorsal column, creating a locus minoris resistentiae may be the indirect cause 
of the appearance of serious nervous disorders, primarily due to syphilis. 
Most of his patients were young men of the last military class who had been 
in the trenches or had suffered from wounds in the head or the spinal cord; 








584 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


they had a history of syphilis and insufficient treatment. Pighini reports 
several cases, among them one of a gumma of the brain developed after an 
injury of the skull by high explosive; other reports concern cases of men- 
ingitis, myelitis, general paralysis, and tabes developing atta in soldiers 
who were in active military duty. 

The author concludes from his observations that the nervous manifesta- 
tions of syphilis were more frequent and of greater gravity during the war, 
among the fighting men, than in time of peace and in the civilian population. 


V. Parpo-CastTeL_o, Havana. 


GERODERMIE INFANTILE. A. Sovgues, Bull. et mém. Soc. méd. d. hdp. 
de Par. 35:1074 (Dec. 18) 1919. 


Souques recalls the case described in the last number of the Bulletin by 
Variot and Calliau under the title of peau ridée sénile, and states that in 
1891 he had published with J. B. Charcot, a similar anomaly of the skin to 
which they gave the name geromorphisme cutané, but which he now feels 
might better be called gerodermie infantile. 

The patient’s skin, which was flaccid, wrinkled, folded and mobile over the 
deeper parts, had lost its consistency and elasticity, and could be folded on 
itself at will in places, as in the cadaver’s skin. The secretions and pilo- 
sebaceous system of the skin were normal. There were no motor, reflex, 
trophic or vasomotor disturbances, and sensations was unchanged. 


SengEaArR, Chicago. 


MULTIPLE VACCINATION OF THE EYELIDS. Artuur J. Bepext, M.D., 
Am. J. Ophth. 3:103 (Feb.) 1920. 


The author reports a case of accidental vaccination of the eyelids in a 
patient aged 31, who had not had a previous successful vaccination. An 
extensive bibliography is given. The present is reckoned as the ninety-third 
case of ocular change following vaccination. A majority of the cases have 
been mild and the.eye changes have “not always had a direct relation to the 
patients’ previous history of successful or unsuccessful vaccination. Clarke 
reports four members of a family who slept in the same bed, after a recently 
vaccinated child, and all but-one developed vaccinia. In Schapringer’s case, 
a physician patted the face of his patient, who later developed ocular vaccinia. 

The author’s case was that of a young mother who, after dressing a vac- 
cination wound on the arm of her son, scratched the eye before washing her 
hands. Four days later the first lesion appeared. Both eyes became affected, 
the right cornea perforated and the temperature reached 102 F. The diagnosis 
was made by the history and typical vesicles that secondarily involved the 
eyebrow and left lids and by negative bacterial and blood findings. 


Ex.pert CLark, Chicago. 


THE SURGICAL TREATMENT OF GUMMATOUS OSTEITIS OF THE 
SKULL. A. W. Apson, J. A. M. A. 74:385 (Feb. 7) 1920. 


The author reports four cases of gummatous osteitis of the skull with 
entirely satisfactory results. Local surgical treatment of gummatous osteitis 
depends on the size of the gumma and on whether or not the skin has been 
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broken. In very small gummas, it is unwise to open the fluctuating areas; if 
the gumma is 1 cm. in diameter or larger, it should be opened, the sequestrum 
removed, and the roughened edges curetted. In the larger exposed necrotic 
suppurating areas all necrotic bone should be removed, the skin edges freshened, 
and wet dressings applied. Specific treatment should be given in conjunction 


with local treatment. 
Levin, New York. 


SYPHILITIC NEURORETINITIS. Harry V. Wirpemann, Am. J. Ophth. 
3:1 (Jan.) 1920. 


Neuroretinitis syphilitica, a specific inflammation of the optic nerve and 
contiguous retina, frequently associated with a papilledema, is caused by the 
local action of the toxins of the spirochete in the optic nerve and calls for 
energetic antisyphilitic treatment with arsphenamin and mercury. The author 
was unable to substantiate, either by clinical or experimental investigation, 
the imputation that the therapeutic administration of arsphenamin resulted in 
optic neuritis, atrophy or blindnness. On the contrary, he has shown that syph- 
ilitic inflammation of the retina or optic nerve is invariably quickly ameliorated 
and promptly cured by proper arsenical and mercurial medication. In cases 
associated with choked disk, besides massive doses of arsphenamin, active 
diaphoresis with pilocarpin, purging with alkalies, and the use of hot packs 
is indicated. The writer emphasized the importance of the ophthalmoscope in 
the diagnosis of latent syphilis, stating that by this means alone previously 
unrecognized cases of nonsymptomatic syphilis are occasionally discovered. 


H. R. Foerster, Milwaukee. 


SUBLIMED SULPHUR IN MERCURIALISM. G. Irvine, Brit. M. J. 
1:149 (Jan. 31) 1920. 


Mercurialism is caused by the accumulative action of mercurial salts. The 
exact mechanism is not definitely known, though two theories have been 
advanced—one by Almkvist and one by Gaucher. 

Gaucher’s explanation was that mercury on absorption into the system 
becomes converted into a chloralbuminateperoxid of sodium and mercury. It 
is an irritating salt and is not allowed to circulate freely, thereby causing 
stomatitis and other symptoms of irritation. He recommends that sulphurous 
waters should be drunk. He further states that the irritating mercury salt 
in this way is converted into a nonirritating mercury sulphid which circulates 
freely, is easily excreted, and is well tolerated. 

The author is in charge of a number of syphilitic cases at Barian Camp, 
India. As there are no natural sulphurous waters available, he put all the 
patients being treated for syphilis by intramuscular injections of mercury on 
one teaspoonful of sublimed sulphur (nightly) by mouth. 

He reports that from the very beginning his results were astounding. Not 
only was mercurialism prevented, but patients actually suffering from the 
condition improved rapidly. 

This treatment has now been in progress for nine months, and in no case 
has mercurial treatment had to be suspended on account of mercurialism. 


Outver, Chicago. 
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A CASE OF CALCAREOUS DEPOSITS IN THE SKIN. Ferner and 
NaAHAN, Bull. Soc. franc. de derm. et de syph. 7:266, 1919. . 


Calcareous tumors of the skin have been classified by Darier and Brocq 
as follows: (1) calcareous tumors of the aged—calcified fat lobules, (2) true 
osteomas of the skin, (3) calcified varicose veins, and (4) subcutaneous cal- 
careous granulomas (stones of the skin). The authors report a case of the 
latter variety in a girl, aged 16, who had calcareous deposits under the skin 
of the palmar surface of the right thumb and third finger. These small tumors 
had appeared one year before and had been slowly growing. Similar tumors 
were present on the fingers of the left hand, on the sole of the left foot and 
on the right knee. Over some of them the skin had ulcerated and the open- 
ings allowed a direct examination of the tumors, which were white, hard and 
of calcareous appearance. On pressure there exudated a sort of cretaceous 
material, granular and milk-white. Roentgen-ray examinations showed true 
deposits of lime salts in all affected points, which chemical analysis proved 
to be calcium phosphates and carbonates. The histologic sections showed a 
central nucleus formed of giant cells, nuclei, and connective tissue cells and 
fibers in active proliferation; there were numerous new-formed capillaries. 
Around this central mass the calcium salts had accumulated. 

Cases similar to the one reported by the authors had been described by 
Thibierge and Weissenbach in connection with scleroderma. The etiology is 
unknown; perhaps it has a parasitic origin. - 
Parpo-CastTe.LLo, Havana. 


ATROPHIC CIRRHOSIS OF THE LIVER WITH INHERITED SYPH- 
ILIS. C. Bonortno Upaonpo and J. E. Carutta, Prens. méd. argentina, 
Buenos Aires 6:201 (Dec. 20) 1919. 


Bonorino and Carulla report the case of a man, aged 39, a hard drinker, 
who developed cirrhosis of the liver with acute onset and rapid ascites. The 
milky character of the ascitic fluid, together with the fact that the duodenal 
contents seemed to be normal, suggested the syphilitic character of the con- 
dition. There were also evidences of inherited syphilis. The symptoms 
promptly subsided under specific treatment, as they had done in a second case 
with a similar history of alcoholism and hereditary syphilis. The authors 
explain these cases on the theory that alcoholism reduces the resisting power 
of the liver and allows latent syphilis there to become active. They empha- 
size the importance of a trial of specific treatment in all cases of atrophic 
cirrhosis of the liver. It often fails, but in many cases results in practical cure. 


Pusey, Chicago. 


CEREBROSPINAL FEVER SUPERVENING ON (?) ERYTHEMA 
NODOSUM. J. C. Meaxins, Canad. M. A. J. 10:179 (Feb.) 1920. 


A man, aged 19, was sent to the hospital with a case of erythema nodosum. 
Although Meakins calls the condition “erythema nodosum (?)” the clinical 
description is clearly one of that condition. In the course of a month 
he developed epidemic cerebrospinal meningitis, from which he ultimately 
recovered. 


SENEAR, Chicago. 
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THE ORIGIN OF TUMORS. H. Russert, Deutsch. med. Wehnschr. 45:1265 
(Nov. 13) 1919. 

Ribbert believes the hereditary factors of all diseases to be qualities com- 
mon to mankind in general, and that these qualities are transmitted from one 
generation to another in the same way as normal qualities. Mankind, we raust 
imagine, was not originally perfectly healthy, but from the beginning was 
more or less affected by countless anomalies, which, with certain interruptions 
or skips, manifest themselves in successive generations. A tumor cannot be 
produced experimentally unless a predisposition for tumors exists. For the 
exciting cause of tumor growth to produce a tumor, the predisposition must 
exist. That cancer is hereditary in certain cases can hardly be denied in 
the face of accumulated evidence. If it is hereditary in some cases, it is 
probably in all. External irritants sometimes play a role in the production 
of cancer, as is seen in pitch, paraffin and arsenic cancer. This type of cancer 
suggests that carcinogenetic deviations in various epitheliums are much more 
widespread than is commonly supposed, and that by far the majority of them 
never develop into cancer. On the other hand, many of these deviations develop 
into cancer spontaneously. Posey, Chltaes. 


ON THE PARASITIC THEORY OF PSORIASIS. Louis Bory, Bull. Soc. 

franc. de derm. et de syph. 7:278, 1919. 

Bory believes that nervous and toxic disorders which have been consid- 
ered as etiologic factors in psoriasis, can no longer be seriously considered 
as such. The infectious origin of psoriasis remains as the only possible expla- 
nation for this stubborn disease. He has made numerous experiments, cultures 
of the scales and blood and complement fixation tests with the serums of 
psoriatic patients. The experimental inoculations have always failed, but he 
has constantly obtained positive complement fixation tests with an antigen 
made of oospora cultures, although he confesses that other serums have given 
the same results. Bory reports a case with a suggestive history of cutaneous 
infection which proved to be psoriasis. 

The conclusions drawn by the author are: 1. Insects may be the carriers of 
the still unknown germ of psoriasis. 2. Bacteriologic examinations from cases 
of psoriasis stained with polychrome methylene blue have constantly shown 
small, irregular rod-like germs resembling mycelia and very much in appear- 
ance like the threads of Mycrosporum minutissimum. 

Parpo-CastTe._Lo, Havana. 


THE ICEBOX FIXATION METHOD IN THE PERFORMANCE OF 

THE WASSERMANN REACTION. R. G. Owen and F. A. Martin, 

J. Lab. & Clin. M. 5:233 (Jan.) 1920. 

Employing their own technic, the serums from 1,113 patients were exam- 
ined. Five hundred of these were definitely syphilitic, 500 were not syphilitic 
and 113 were classed as doubtful. It was shown that simple alcoholic heart 
extracts gave the most reliable Wassermann reactions, provided the first phase 
of the reaction is carried out at from 7 to 10 C. A period of from four to 
six hours at this temperature gave the best results. Longer periods (from 
twelve to eighteen hours) may give doubtful or weak positive reactions. It 
was found that human heart extracts were more dependable than beef or 
guinea-pig heart preparations. Cholesterinized antigens, even when used in 
small quantities, will give false positive reactions in a considerable number 


of cases. Levin, New York. 
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CHICAGO DERMATOLOGICAL SOCIETY 
Annual Meeting, Jan. 21, 1920 
Davin LIEBERTHAL, M.D., Chairman 


HANSEN’S DISEASE. Presented by Drs. A. W. Stitiians and F. E. 
Senear, Chicago. 


A Serbian, aged 33, entered the hospital Nov. 20, 1919, complaining of a 
general nodular eruption, ulcers on the legs, edema of the feet, loss of weight 
and numbness of feet and hands. The disorder began two years before with 
nodules on the left leg; following this the nodules appeared on the other leg, 
on the arms, head and neck and six months ago they appeared in the mouth. 
The numbness in the hands and feet had been present for a year. 

The patient had improved markedly under treatment with chaulmoogra oil, 
15 minutes three times a day. 

DISCUSSION 


Dr. T. C. Gitcurist, Baltimore, said he had seen two similar cases which 
were typical, but no bacilli were found. He was not willing to accept the diag- 
nosis of Hansen’s disease without the presence of the bacilli. One patient seen 
by him cleared up under arsenic but later relapsed with extensive leukemia and 
died. In the other case, which appeared later, there was the typical picture 
of Hansen’s disease, except for the absence of bacilli. There was very marked 
thickening of the median nerve in this case. In his opinion the profession 
should be very careful not to diagnose on sight but only on finding the bacilli, 
on account of the public view of this disease. He thought the idea of its con- 
tagiousness had existed ever since Biblical times. 

Dr. W. A. Quinn, Chicago, stated that the organism had been found in the 
case shown by Dr. Oliver at the time it was presented at Dr. Ormsby’s clinic 
at Rush Medical College, Oct. 31, 1919. The patient had previously received 
eight arsphenamin injections with no improvement, but now had improved 
somewhat on chaulmoogra oil which he had been receiving since that date. 

Dr. M. F. Encman, St. Louis, said they occasionally saw patients with this 
disease in St. Louis and did not know what to do with them. They were usually 
sent to the Local Lepers’ Home, which was a horrible place with several 
mutilated patients. He saw a case last summer and thought of sending it to 
Surgeon-General Blue. A bill had been passed for a National Home for these 
patients but the Surgeon-General had stated that the government had been 
unable to find a site for such a home. In every place that was selected the 
people would not permit it. They now intended to provide a home in an island 
off the coast of Florida. 

Dr. E. L. McEwen, Chicago, thought the attitude of the public toward this 
disease had improved greatly in Chicago during the past decade. Several 
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patients had been admitted to the County Hospital in recent years and in each 
instance no opposition to their presence had resulted. He thought the profes- 
sion should congratulate itself that the public was taking a saner view of this 
disease; but the great duty of continuing the education of the people to this 
better attitude was still to be remembered. 

Dr. C. D. Freeman, St. Paul, said that the statement had been made by Dr. 
Joseph that if a patient with Hansen’s disease were put on potassium iodid he 
would become ill. He did this with one patient and he became sick for several 
days, with a rise in temperature. The potassium iodid seemed to set the 
bacillus free and Dr. Joseph said it was much easier to find the bacilli after 
giving this drug. 

Dr. M. Haase, Memphis, Tenn., said the situation in his section was not the 
same as in Chicago, as a recent experience with a case had shown. 


PSORIASIS, SEBORRHEIC DERMATITIS AND PITYRIASIS ROSEA. 
Presented by Drs. W. A. Pusey and F. E. Senear, Chicago. 


A man, aged 31, who had had psoriasis for the past four years, was first 
seen twelve days before, when he also exhibited an eruption which was 
especially well marked in the sternal and interscapular region, which had the 
clinical appearance of seborrheic dermatitis. At the time of presentation he 
showed pityriasis rosea, the herald patch being on the extensor surface of the 
right elbow. 


BLASTOMYCOSIS. Presented by Drs. A. W. Stitttans and F. E. Senear, 
Chicago. 


A man, aged 40, Polish, eight months before had a small ulcerated lesion 
below the left eye; soon other patches appeared on the face, neck and hands. 
The lesions had grown constantly, with no tendency to healing. Subjectively 
there was slight burning and itching. 

Blood examination showed white corpuscles, 9,650; 4 per cent. eosinophils ; 
red cells, normal. Examination of the pus from the minute pustules showed 
many budding blastomyces. 

Dr. T. C. Gricurist, Baltimore, thought the patient had the typical smell 
of blastomycosis. The first patient reported in Baltimore had returned recently 
with new lesions, although the lesions had been all cleared up. 


CARCINOMA SUGGESTING BLASTOMYCOSIS. Presented by Drs. 
MitcHeELL and FINNERUuD. 


A man, aged 50, who came to America eighteen years ago, developed lesions 
in the left popliteal space shortly after arrival in America. He had burned 
his leg in this region about thirty years before. The lesion gradually enlarged 
and about two years ago was excised. In order to facilitate healing, extensive 
skin grafting was done. The lesion healed and recurred about the margin of 
the scar. Blastomyces had not been found. 

The lesion was a fungoid mass about 6 inches in diameter. The tissue was 
soft and spongy. The odor was foul and the border was sloping as in blas- 
tomycosis. No epidermic vesicle was to be seen. 


DISCUSSION 
Dr. W. A. Pusey, Chicago, asked how frequently blastomycosis was seen ir 
other places. 
Dr. J. Butter, Minneapolis, stated that he had seen four cases in Minne- 
apolis in the last few years. 
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Dr. T. C. Gitcurist, Baltimore, said he had seen ten cases in twenty-five 
years. 

Dr. M. F. Encman, St. Louis, said he had seen fifteen cases in fifteen years, 
but he thought the disease was much more common than it was ten years ago. 

Dr. M. Haase, Memphis, Tenn., stated that he had seen fifteen cases in the 
past eight or nine years. In the past twelve months he had seen five cases, 
the lesions being located on the eyelid. 

Dr. E. L. McEwen, Chicago, asked whether the organisms had been 
demonstrated. 

Dr. J. Grinpon, St. Louis, thought very likely it was a carcinoma since 
organisms had not been found. 

Dr. M. F. Encman, St. Louis, considered the yeast a secondary affair; 
budding organisms were found frequently in carcinoma. Carcinomas fre- 
quently occurred in scars after a burn, particularly around the knee where there 
was considerable friction. It was the rule for carcinomas to occur after ten 
years and this to him had the apearance of a carcinoma. 

Dr. W. A. Pusey, Chicago, was interested in the way such things were seen. 
In Chicago blastomycosis was seen all the time. He had three cases in private 
practice at the present time; he did not know how many he had had but enough 
not to have counted them. Drs. Hyde and Ormsby had ‘probably three times 
as many and everybody else had many cases. He thought more cases were 
seen in Chicago than anywhere else, but did not know the reason. The patients 
came from all sorts and classes of men. They also used to see some cases of 
sporotrichosis, but this condition was not so prevalent at present. Two or three 
years ago a great deal of pellagra had been seen, but there were not many 
cases at present. These diseases seem to run in cycles. Why? 

Dr. MITCHELL said the patient had presented himself at the clinic the week 
before and had been asked to return. There were no epidermic vesicles at 
present. The man had been operated on, an extensive excision was made and 
skin flaps brought down to heal, but the growth recurred in the margin. It 
seemed to him that the long duration, the recurrence, the fact that there was 
no greater destruction of tissue, the soft, sharply sloping border, were strongly 
suggestive of blastomycosis. The fact that it had recently been curetted and 
treated with some caustic and that it was heavily crusted when the patient came 
in made examination difficult. He would make a biopsy and report the result 
at a later meeting. 


ERYTHEMA INDURATUM OF LEGS WITH TUBERCULIDS OF 
FINGERS. Presented by Dr. D. Liespertuat, Chicago. 


The patient, in whom the condition first appeared about seven years ago, 
was 26 years old. She had been presented before this Society previously. 


DISCUSSION 

Dr. W. H. Mook, St. Louis, thought the lesions on the fingers were erythema 
pernio. They resembled a papular tuberculid, but they disappeared in warm 
weather and returned in cold weather. The lesions on the leg were undoubt- 
edly Bazin’s disease. 

Dr. T. C. Gucueist, Baltimore, said the lesions on the right leg looked 
like a broken-down gumma. That would not explain the lesions on the fingers 
or on the other leg, but he thought this diagnosis should be excluded before 
making any other. 











SOCIETY TRANSACTIONS 591 


Dr. W. A. Pusey, Chicago, thought there was no doubt of its being a case 
of Bazin’s disease, and even if the patient had syphilis, antisyphilitic treatment 
would not cure these lesions. 

Dr. J. Grinpon, St. Louis, thought it was Bazin’s disease because subcu- 
taneous induration could be traced all around, over a space two or three times 
the size of the ulcer. 

Dr. M. F. Eneman, St. Louis, said that their clinic was close to some of 
the shoe factories and they had a number of girls with Bazin’s disease who 
stood up or did work on a machine. It seemed to him that this case was typical 
of Bazin’s disease. 

Dr. D. LieperTHAL, Chicago, said the case had been under observation 
for two years, and neither the history nor repeated general and blood exam- 
inations had disclosed syphilis. The lesions on the legs had broken down for 
the first time this winter. The symptoms were considerably more pronounced 
in the cold weather than in the summer. The point made by Dr. Mook was 
quite apropos; one might sometimes confuse tuberculids with pernio, but he 
had never seen a case of pernio begin as this did. The lesions appeared as 
perfectly circumscribed, yellowish, glistening firm nodules, which gradually 
broke down in the center. The fact that the condition was worse in the winter 
was explained on the ground that cold weather increased the circulatory stasis 
and, therefore, did not favor recession. The development of a tuberculid took 
place on a similar basis of circulatory derangement as that of a chilblain. 


A CASE FOR DIAGNOSIS.” Presented by Drs. O. S. Ormssy and 
MirtcHeELL, Chicago. 


A man, aged 44, had a lesion on the scalp. He was first seen, Sept. 10, 1918. 
At that time there were symmetrical, grouped vesicopapules on the forearm, 
flanks, buttocks, thighs and legs. There was also a palm-sized, thickened, 
erythematous and vesicated area on the right side of the scalp. The lesions 
were associated with marked itching. Provisional diagnosis was made of der- 
matitis herpetiformis. 

The patient was seen in October, 1919, with a lesion in the scalp suggesting 
cutis verticis gyrata. The skin, however, was not movable as in that disorder 
and the sections showed an inflammatory process. The-itching had resisted 
arsenic by mouth, arsphenamin intravenously and autoserum. 


DISCUSSION 


Dr. F. Core, Detroit, found the case very interesting and thought it was 
cutis verticis gyrata. The first case of this disorder was reported by Jadas- 
sohn in his clinic. In that case the entire scalp was involved. The first patient 
was operated on by Kocher for exophthalmic goiter. Unfortunately the whole 
gland was removed and they subsequently had to feed the patient on thyroid 
extract. He thought the cases might be due to deficiency of internal secretion. 

Dr. W. A. Pusey, Chicago, asked whether the inflammatory condition was 
not entirely different from cutis verticis gyrata. The picture on the body was 
not clear in his mind, but he thought two conditions were present, the lesions on 
the scalp being different from those on the body. 

Dr. I. Grinpon, St. Louis, said the picture of the scalp reminded him of the 
description given by Pollitzer of a case in which the epidermophyton was 
found. He did not suggest this as a diagnosis. The case was different from 
anything he had ever seen. 
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Dr. W. H. Mook, St. Louis, thought the condition on the body looked like 
dermatitis herpetiformis and that if the condition on the scalp had appeared 
on the back of the neck it would have been diagnosed as dermatitis papillaris 
capillitii. 

Dr. O. S. Ormssy, Chicago, said the case was presented without a diagnosis 
as none had been made. The clinical appearance of the lesions in the scalp 
resembled, as Dr. Cole had said, the description given of cutis verticis gyrata. 
The histology was not that of dermatitis papillaris capillitii Kaposi discussed 
by Dr. Mook. The patient had an intense general pruritus, including the scalp. 
He had seen no lesions suggesting dermatitis herpetiformis, though these were 
earlier described in this patient. 

Dr. MITCHELL stated that he first saw the patient in 1918 and at that time 
the lesion on the scalp was eczematoid and weeping. When first seen the erup- 
tion was somewhat vesicular, and he put down a tentative diagnosis of derma- 
titis herpetiformis. Recently the lesion on the scalp had changed markedly 
and when the hair was cut short the folds appeared more pronounced than at 
present. Cutis verticis gyrata is quite different, as he remembered it. In that 
condition the skin is quite loose and there is no inflammatory process as in 
this case, so he thought there was only a very superficial resemblance to that 
disorder. 


LEPTOTHRIX. Presented by Dr. D. B. Puemister, Chicago. (By 
invitation. ) 

The patient was a man, aged 38. In October, 1917, a subcutaneous abscess 
developed one inch external to the left nipple. After three weeks it was opened 
and drained. The wound did not heal and in December, 1918, an adjoining 
abscess which had formed was opened and drained. It also failed to heal. 
The infectious process extended up into the left axilla and in February, 1919, 
a radical removal of the axillary glands took place. This wound did not heal 
but left a chronic ulcer with the disease spreading irregularly about its mar- 
gins. During the spring and summer the process extended anteriorly from the 
apex of the axilla until it involved the infraclavicular region in front where 
subcutaneous abscesses were opened. In October, 1919, a subcutaneous abcess 
developed on the back and one on the inside of the left elbow. They were 
opened and yellowish pus, similar to that obtained from the ones above, was 
obtained. These wounds progressed more favorably. The patient had been in 
the hospital for two months and during that time the inflammatory process 
beneath the clavicle had extended and on two occasions abscesses had been 
opened. The entire axillary space was an open wound with a granulating wall, 
except in the regions about the anterior and posterior margins where fresh 
ulcers with flabby walls were present. Cultures had been taken from the 
wound and extensively studied, but no positive diagnosis was made. Dr. 
George F. Dick had made cultures from tissues and found the leptothrix 
organism. Histologic sections from different parts of the wound showed gran- 
ulomatous tissue, round-cells, a few epithelioid cells and occasional giant cells. 
It was one of a few leptothrix infections seen in the Presbyterian Hospital. 
This condition had occurred more often about the neck and mouth, making the 
same kind of abscess, that looked not unlike tuberculosis or actinomycosis. 
The infection had also been seen in the lungs and urinary tract Guinea-pigs 
had been inoculated a month previously but had not died. The patient had 
been treated with potassium iodid, without response. The wound was being 
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irrigated with a mixture of 2 per cent. copper sulphate and calcium oxid 
(Bordeaux mixture), but so far there had been no special change. 

(Later note.) Roentgen-ray treatment over a period of one month had been 
of no avail. 

DISCUSSION 

Dr. O. S. Ormssy, Chicago, remembered the time when sporotrichosis was 
rarely recognized and only a few lines devoted to its description in most text- 
books. Later, when attention was directed to it many examples were reported, 
and now it is an important affection. Leptothrix infection is practically 
unknown as it affected the skin and subcutaneous tissues. Very few examples 
have been recorded. In the present case the abscesses were subcutaneous and 
proved resistant to all methods of treatment. He thought that if attention was 
called to the possibility of such an infection, similar cases might be studied 
and more efficient methods of treatment might be discovered. 

Dr. T. C. Guccurist, Baltimore, said that the first case that was shown at 
Johns Hopkins Hospital had been carefully examined, but they had never been 
able to find the organism in the skin by any method whatever. 


MOLLUSCUM CONTAGIOSUM. Presented by Dr. J. F. Waucu, Chicago. 


A child, 5 years, first had lesions on the left side of the chest fifteen months 
before. The largest lesion was almost the size of a dime before treatment. On 
account of the size and close grouping of the lesions, radiotherapy was given 
in divided dosage. Three treatments had been given, with a noticeable reduc- 
tion in the size of the tumors. 

DISCUSSION 

Dr. W. A. Pusey, Chicago, said that a good many years ago one hardly 
ever saw a case of molluscum contagiosum, but now these cases were not 
uncommon. He saw a dozen or more in a year. He knew the disease before 
as well as he did now, but thought it was much more common. He asked 
whether the others had had similar exerience. 

Dr. U. J. Wire, Ann Arbor, Mich., thought that if Dr. Pusey would try to 
do some work on these cases he would find they were not so common. He had 
great difficulty in obtaining material in order to go on with his investigations. 


Dr. H. G. Irvine, Minneapolis, did not remember seeing molluscum con- 
tagiosum in the last few years. The last case he had had was very interesting. 
An intelligent man went to a bath establishment and was given a salt rub and 
when he presented himself he had several hundred lesions. He had not seen 
a single case in the last three or four years, but prior to that time he saw them 
more frequently. 

Dr. M. F. Encman, St. Louis, said that the cases had increased markedly 
with them in the last year. For two summers they had had epidemics of mol- 
luscum contagiosum from a certain swimming pool, and the disorder was 
widely disseminated. Whether it was acquired from the bathing suits or the 
water he did not know, but it was not uncommon in the summer time. They 
found it rather difficult to treat patients with several hundred lesions, but they 
had found a little knife very efficient for gently pricking the lesions and allow- 
ing the blood to flow into the cells of the lesions, which caused their disap- 
pearance within a few days. They simply let the blood run out and dry, no 
further treatment being necessary. 

Dr. O. S. Ormssy, Chicago, thought Dr. Pusey was right about epidemics 
of this disorder; it had been seen much more frequently recently than in for- 
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mer years. He had seen a number of adult patients having large numbers of 
lesions. For ten or twelve years he had treated molluscum contagiosum by 
merely pricking the lesions with a needle and Dr. Wende had made a similar 
observation about the same time. He always treated them in this way and 
within ten days they would disappear. He used an ordinary curved needle, 
having two cutting edges. Many lesions could be treated at one sitting. In 
the last month he had seen four cases. 

Dr. J. S. E1rsenstarpt, Chicago, said that in the past summer he had seen 
only two patients with molluscum contagiosum, both of whom gave a history 
of having used bathing suits other than their own at bathing beaches. Some 
years ago he saw a woman of 60 who presented a single ulcerating lesion on 
the right hand. They thought it was a carcinoma and removed the growth 
surgically, but section proved it to be a molluscum contagiosum. 

Dr. T. C. Gucurist, Baltimore, said that this disorder was uncommon in 
Baltimore. The last case he saw was that of a doctor and was very severe. 
The patient had so many lesions that he was reminded of “the birth of a 
nation.” 

Dr. MitcHELL was struck with the great frequency of warts on the hands 
and the great rarity of molluscum contagiosum in demobilization work. He 
had seen only three cases of the latter disorder which he could recall, but 
ordinary warts were seen every day, sometimes as many as from fifty to 200, 
on the hands. 


CASE FOR DIAGNOSIS. Presented by Drs. O. S. Ormssy and MITCHELL, 
Chicago. 


A woman, aged 63, had had the disorder two years. It began as a lesion in 
the left forearm that did not itch. There was marked scaling. She was 
treated by Dr. Haase last year for three months, and had been treated for 
six months in Chicago at the International Health Resort, living on raw fruit 
and raw vegetables. She had lost about 40 pounds in weight on this diet. The 
leukocytes numbered 6,400. A nodule removed from beneath the right arm 
showed a cellular infiltrate. 

DISCUSSION 

Dr. M. Haase, Memphis, Tenn., said he saw the patient in March, 1919, 
when she was under observation for about three months. The condition at 
that time showed marked desquamation but not so many nodules as were now 
present. Otherwise there was very little change. He thought at that time it 
was a case of parapsoriasis, but after seeing the histologic section at this time 
he would no longer consider that diagnosis. After a casual glance at the 
section he thought it suggested leukemia cutis, but was not sure that this was 
the correct diagnosis. 

Dr. U. J. Wue, Ann Arbor, Mich. agreed with Dr. Haase that the case 
belonged to the group of lymphadenoses. Clinically it seemed to resemble this 
group more than any other. He was somewhat disappointed, however, in the 
microscopic picture, which did not show cells of uniform type, but rather 
polymorphous infiltrates such as might be seen in granuloma fungoides. Clin- 
ically Dr. Wile thought the case resembled leukemia cutis in one of its many 
forms. Histologically, however, the picture was not typical of this group. 

Dr. M. F. Encman, St. Louis, thought the case was one of great interest 


and very elusive; it would take time to analyze the symptoms. Leukemia cutis 
was elusive. It might start anywhere in the skin without desquamation and 
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without early involvement of the lymph glands. It might start as a nodular 
process. Using the method of exclusion, he did not know how to classify the 
condition unless he placed it with the leukemic group. There was no enlarge- 
ment of the lymph glands and the histologic picture was not that exactly, but 
so many things might cause the polymorphic cells—such as the application 
of salves. The condition had existed for twenty-two months, which was 
unusual, and he thought there should be some lymph-gland or blood changes in 
that time. 

Dr. T. C. Gi-curist, Baltimore, thought the condition was mycosis fungoides, 
as the picture under the microscope reminded him more of that disease than 
of leukemia cutis. He could not come to a definite conclusion without further 
study. 

Dr. W. A. Pusey, Chicago, did not see on what basis a diagnosis of leu- 
kemia cutis was made, except that they did not know where else to place it. 
The leukemic condition was very indefinite. Leukemic exfoliative dermatitis 
was usually very pronounced exfoliative dermatitis, with the skin appreciably 
thickened and with infiltration of lymphocytes in the skin; but this condition 
was not present in this case. It was difficult to say that the patient had 
exfoliative dermatitis. Leukemic tumors in the skin, which were easily palpable, 
were very different from the tumors this woman had, and he thought the 
lesions on the skin did not provide a good reason for suspecting leukemia 
cutis. In addition to that, she had no other evidence of leukemia, no aden- 
opathy, no enlargement of the spleen and no abnormality in the blood count. 
He could see no basis for the diagnosis of leukemia cutis except an effort to 
locate the condition somewhere. He offered a diagnosis of “carotanemia,” 
based on the fact that the patient was living on raw vegetables and fruits, in 
some fake health resort. A patient who had had leukemia cutis for twenty- 
two months should have more symptoms than this woman presented, and if 
she lived on raw fruits and vegetables now she might have done so before. 

Dr. F. Core, Detroit, thought the histologic picture did not look like leu- 
kemia. He took the same standpoint that Dr. Gilchrist did, and believed it 
was a beginning mycosis fungoides or Hodgkin’s disease. In some areas the 
cells seemed to be of the small mononuclear type and in others of the large 
mononuclear type. No Dorothy Reed cells were seen. He was rather inclined 
to call it a granuloma fungoides or what many are now inclined to term a 
Hodgkin’s disease of the skin. 


ATROPHY OF THE SKIN. Presented by Dr. A. W. Stituians, Chicago. 


An American woman, aged 27, who had been married for eight years, six 
months before marriage noticed a thin spot in the skin of the right thigh and 
similar spots had appeared from time to time since, the last one appearing 
on the scapula a few months before presentation. 

This patient was shown at the December meeting of the Society, and a full 
description of the case will be found with the proceedings of that meeting. 


DISCUSSION 

Dr. O. S. Ormssy, Chicago, said the most typical lesions were on the thighs, 

and while they resembled scleroderma, fhe primary lesions were atrophic. 

Some of the older lesions suggested the terminal stage of atrophic scleroderma. 

While it might be scleroderma, it seemed more likely that it was an unusual 
variety of atrophy of the skin. 
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Dr. J. Grinvon, St. Louis, said the etiology of scleroderma was vague, 
although the relation to rheumatism had long ago been pointed out. That 
matter was borne in on him in the case of a patient from an Illinois town with 
a marked generalized scleroderma. The patient had had rheumatic pains and 
on investigation he found that she had had a number of attacks of tonsillitis 
with chronic hypertrophic changes in the tonsils. The tonsils were removed 
and she was put on sodium salicylate. Marked improvement took place. Cer- 
tain hardened areas softened. He had had the teeth carefully examined and the 
accessory sinuses explored in the hope of finding some other food origin. He 
thought there was a very close relationship between the food infections that 
ordinarily gave rise to rheumatism and scleroderma, and believed that all foci 
of infection should be removed. 


SARCOID. Presented by Dr. O. S. Ormssy, Chicago. 


A woman, aged 24, had suffered with the disorder for six years. The lesions 
were situated on the arms, forearms, hands and fingers. 

The same patient was presented at the annual meeting of the Society in 
January, 1919, and a brief description of the case may be found in the JourNAL 
or Cutaneous Diseases 37:626, 1919. Since that time no particular change had 
occurred in the lesions, notwithstanding the continuous internal administra- 
tion of arsenic. The lesions on the face and hands had been improved by 
radiotherapy. 

DISCUSSION 

Dr. U. J. Wire, Ann Arbor, Mich., thought the case unique in presenting 
the true sarcoid on the face with definite tuberculosis cutis on the extremities. 
Of special interest was the condition of the bones, which showed a peculiar 
cystic degeneration. So far as he knew, most true sarcoid tumors had been 
localized on the face but a few tumors on other portions of the body were now 
recognized as such. He did not think the tuberculous nature of true sarcoid 
could be any better demonstrated than in cases like this in which it was coin- 
cident with tuberculosis in other parts of the body. He thought emphasis 
sliould be placed on the difference between sarcoid tuberculosis and other forms 
in that in the sarcoid type necrosis and ulceration did not take place. This 
was a distinguishing characteristic. This case was unique in the group of 
sarcoid. 

Dr. S. E. Sweirzer, Minneapolis, stated that he had had the privilege of 
studying two patients with sarcoid presenting lesions on the face and extremi- 
ties. Both patients had subcutaneous sarcoid on the extremities, and he came 
to the conclusion, with several others, that all forms of sarcoid were tuber- 
culosis of the skin. Since this patient was under Dr. Ormsby’s care and he 
had stated that all cases of sarcoid disappeared under arsenic, he thought the 
patient should be treated in that way and the effect watched. He had given his 
last patient arsenic and also six or eight injections of arsphenamin, without 
any effect. He saw no reason why tuberculosis should be cured by arsenic 
and if these patients could be cured he would like to know of it. 

Dr. F. Core, Detroit, was much interested in the bone condition, and also 
in the ganglion on the wrist which was looked on as tuberculous. He thought 
the case was very interesting and had certainly been shown to be tuberculous 
in etiology. 

Dr. T: C. Gitcurist, Baltimore, asked whether the tuberculosis had been 
demonstrated by inoculation experiments on guinea-pigs. 
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Dr. O. S. Ormssy, Chicago, said that he had made the statement concern- 
ing arsenic two or three years ago after the lesions of several patients had 
been cleared up by that treatment. At that meeting a patient had been shown 
by Dr. Harris, who had been administering small doses of arsenic but had given 
it up and said it was of no value. After Dr. Ormsby related his experiments 
Dr. Harris put the patient on large doses of arsenic and the disease cleared 
up. The patient shown at this time was first seen in January, 1919, and dur- 
ing the entire year had been under treatment with arsenic, with very little 
improvement. All the improvement she had made was due to radiotherapy. 
However, he had had four other patients who had cleared up under arsenical 
medication. At the last meeting he had shown a patient with similar lesions, 
limited to the face, who had not responded to arsenic, but improved slightly 
under arsphenamin. He thought in these cases the arsenic should not be 
given in the form of arsphenamin, but in some of the other forms, and that 
it should be administered over long periods. He could not answer Dr. 
Gilchrist’s question as he had done no work in that line. In his opinion the 
major portion of reported cases of sarcoid were tuberculous. A few appeared 
to have a syphilitic basis. Examination of the bones of the hands in the patient 
presented revealed cystic changes. In the opinion of the roentgenologist who 
made the skiagraphs, they resembled those sometimes seen in gout. 


LUPUS ERYTHEMATOSUS. Presented by Drs. O. S. Ormssy and 
MITCHELL. 


A colored woman, aged 39, presented a disorder that had been present for 
seven years. The first lesions appeared on the nose near the corners of the 


eyes. Subsequently new lesions developed over the eyelids, on and behind ° 
the ears. There were circular and linear papular elevations about the nose and 
eyelids and some scarring. On and behind the ears much superficial scarring, 
without appreciable nodules, was present. In this situation lupus erythema- 
tosus was strongly suggested. There were no subjective symptoms. 

The histologic section showed a distinct tuberculosis. 


DISCUSSION 

Dr. T. C. Gitcurist, Baltimore, thought it looked like lupus erythematosus. 
Some of the patches looked like lupus erythematosus and some like lupus vul- 
garis. He saw a patient several years ago with similar lesions and Dr. Stokes 
and he inoculated a guinea-pig. A section from the patient showed budding 
bodies and after inoculation they found similar bodies in the liver of the 
guinea-pig. The gland was excised and they found some of the budding 
bodies of calcareous deposits. The guinea-pig did not develop tuberculosis 
from the inoculation but six months later they took a section and in it found 
the tubercle bacillus and obtained a streptothrix. Lupus erythematosus was 
rare in the colored race, but lupus vulgaris was common. 

Dr. S. E. Sweitzer, Minneapolis, agreed with Dr. Gilchrist that the con- 
dition looked like lupus erythematosus. 

Dr. M. Haase, Memphis, Tenn., stated that he had seen only two cases of 
lupus vulgaris but as many as fifteen of lupus erythematosus in the negro. 

Dr. H. G. Irvine, Minneapolis, thought it was lupus erythematosus. He 
was not accustomed to seeing lesions in the colored race and in that race 
could not tell one condition from another unless it was pointed out to him, 
and he thought that unless one was accustomed to seeing colored patients one 





598 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


would hardly be able to differentiate lesions. He could not determine whether 
the lesions on the nose were the same as those above the jaw, but thought 
the latter were lesions of lupus erythematosus. 

Dr. O. S. Ormssy, Chicago, said that in his experience the lesions of lupus 
erythematosus in colored people had usually been depigmented. He had asked 
Dr. Haase to give some distinguishing points about color in this disease in 
the colored race. He thought Dr. Gilchrist’s diagnosis was correct. He had 
seen cases in white people which, clinically, resembled lupus erythematosus, 
but the histologic structure was that of tuberculosis, and he believed this case 
was of that type. 


DERMATITIS REPENS. Presented by Dr. O. S. Ormssy and MitcHeE Lt. 


This patient was first shown at the annual meeting in 1912, and was now 
presented to demonstrate the rebelliousness of this disorder to treatment ( Jour- 
Cutan. Dis. 36:470, 1918). The disorder began in an infected area about the 
finger-nail and gradually spread over the finger and palm. New lesions 
developed on the other hand, running the same course. Similar patches had 
been present on either side of the neck and on the forearms. 

Much bacteriologic work had been done, with negative results, and the dis- 
order, while improved, had been resistant to all methods of treatment. 


DISCUSSION 
Dr. T. C. Gitcurist, Baltimore, asked whether there was any possibility 
that the patient kept up the trouble himself. He had seen this done in some 
instances and ringworm had been excluded. In such cases a strong solution 
_ of carbolic acid, 10 per cent., had been very effective. 


Dr. W. A. Pusey, Chicago, thought that enormous improvement had occurred 
in this case, but that it had reached a state of chronicity where it would 
remain. He had had a similar case in a farmer, which he had presented 
before the Society ten or twelve years ago, and that followed the same course. 
He agreed with Dr. Ormsby that it was entirely different from ordinary con- 
ditions. 


Dr. O. S. Ormssy, Chicago, said that some of the lesions had cleared up. 
He thought there was no possibility that the condition was factitious. The 
patient faithfully carried out all instructions and had been under constant 
supervision at the hospital for more than two years. The hands were kept 
bandaged and even under the strictest antiseptic dressings new pustules con- 
stantly developed. 

He believed that dermatitis repens is a serious disorder, and that the cases 
reported as clearing up in two or three weeks, while resembling this disorder, 
were ordinary pus infections. 

Dr. MitcHeLy stated that, in the absence of Dr. Ormsby, he saw the patient 
when he first arrived and at that time was particularly interested in searching 
for the ringworm fungus. He cut off a great number of vesicle tops and 
searched for hours, but did not find any fungi. 


SWELLING OF NECK: BRANCHIAL CYST. Presented by Dr. E. L. 
McEwen, Chicago. 
A laborer, aged 29, entered the hospital Jan. 12, 1920, with a swelling of 
the right side of the neck diagnosed as “syphilitic cervical adenitis.” This 
swelling began as a painless enlargement in April, 1919, and had progressed 
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slowly with no discomfort; the patient sought medical advice because of the 
cosmetic appearance. There was no history of trauma; the patient had had 
gonorrhea in 1915 and again in 1917; in 1917 he had also had an ulcer on 
the penis which appeared seven days after exposure and lasted six months. 
He had received no antisyphilitic treatment, and had been without symptoms 
of syphilis except as suggested above. The Wassermann reaction was negative, 
and a physical examination showed no evidence of syphilis. 

Dr. McEwen said the case was shown because the man had been referred 
to the County Hospital with a diagnosis of syphilitic cervical adenitis; 
he recognized the fact that it was not strictly a dermatologic case. The 
patient himself feared he might have acquired some form of tuberculosis from 
a woman with whom he had been friendly for a time. Dr. McEwen consid- 
ered it a branchial cyst, although as such it was rather unusual in that it 
had not developed until approximately eight months before. 


ULCER OF FOOT. Presented by Dr. E. L. McEwen, Chicago. 


A colored man, aged 21, presented an ulcer on the dorsum of the left foot. 
The lesion began as a painful papule near the base of the smaller toes eleven 
years before. Extension of the lesion with thickening and verrucoid deformity 
of the skin occurred slowly and constant treatment was of no avail. October, 
1919, radiotherapy was instituted, the foot being exposed every other day for 
seven exposures, a week’s rest given, and then the treatments repeated in this 
way until twenty-one had been given. Later the scar tissue broke down and 
the resulting ulceration became very painful. The ulceration had continued 
slowly progressive; crossing the ulcer and in certain portions of the edges 
were found hard, elevated ridges. A portion of the ulcer floor was slightly 
fungating. A small verrucous remnant of the original lesion was present near 
the base of the fourth and fifth toes. 


DISCUSSION 
Dr. T. C. Gitcurist, Baltimore, thought it was a verrucous tuberculosis. 
The lesion at the base of the toes apparently had not been touched by the 
radiotherapy, and this disease sometimes assumed that form in the colored 
race. He would not care to offer a definite diagnosis without seeing a section. 
Dr. M. F. Encman, St. Louis, thought it was impossible to tell what the 
condition was originally, but that it now looked like a carcinoma. 


Dr. C. C. Denniz, Kansas City, Mo., thought it was a case of tuberculosis 
verrucosa cutis. ‘ 


Dr. E. L. McEwen, Chicago, stated that the lesion began when the man 
was ll years old. It had been treated intensively and over a long period 
with radiotherapy; this had been followed by breaking down of the scar and, 
as he believed, by the development of carcinoma in the cicatrix. He made 
this diagnosis on the basis of the fungating ulcerative conditions to be seen 
and the presence in and above the ulcer of hard elevated ridges. 


EPIDERMOPHYTON INFECTION. Presented by Dr. J. Zetster, Chicago. 


A man, aged 56, presented an eruption covering a large area of the groin 
and inner aspect of the thighs, which had been present for six months. The 
patch was sharply marginated, intensely red, and the skin of the scrotum was 
thickened. There were also eczematous patches around the elbows, ankles and 
buttocks. The patient had been seen by several other dermatologists who, he 
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thought, had made a diagnosis of tinea cruris and had found the epidermo- 
phyton. 
DISCUSSION 
Dr. ZEISLER stated that the patient had lesions around the ankles and on 
the forearms which were eczematous. He thought the condition of the groin 
was an epidermophyton infection and that the other lesions were eczema. 


Dr. F. E. S—NgeAr, Chicago, said that he had had the patient under observation 
for some time for Dr. Pusey. There was a history of long standing chronic 
eczema about the scrotum and perineal region and he suddenly developed an 
extensive eruption on the inner surfaces of the thighs and over the pubic 
region, also some lesions involving the elbow. The fungus was found at the 
first visit and after using Whitfield’s ointment he returned with some improve- 
ment in the ringworm condition, but he then had a condition which they con- 
sidered a dermatitis venenata on the arms and forearms. He examined the 
other lesions of the body, recalling Dr. White’s paper in which he suggested 
the extensive lesions in connection with epidermophyton infection, but he 
did not find any fungus. Neither had this fungus been found retently in the 
regions about the thigh. He thought it was a mixed case—an epidermo- 
phyton infection of the crural region and an eczema of the arms and legs. 

Dr. W. A. Pusey, Chicago, thought it was a common case of epidermo- 
phyton infection with an added eczematoid condition. He had tried to send 
the patient to the hospital so that he could rest and thought he was improv- 
ing rapidly. 

Dr. E. L. McEwen, Chicago, said he had seen the patient ten days before 
and at that time he was much worse than at present. He considered it at that 
time a more unusual case than those who had seen him today thought. He 
had regarded it as a case of parapsoriasis or possibly of the premycotic 
stage of mycosis fungoides; the man had suffered greatly from itching. The 
condition had not impressed him at that time as being one of parasitic 
dermatitis. 

Dr. T. C. Gircurist, Baltimore, had seen as extensive cases of tinea versi- 
color and had found the parasite. The persistence of the condition reminded 
him of a case seen several years ago in which the spores in the cells went 
down three or four deep; that explained why superficial treatment seemed to 
be of no avail. The parasite might be developing deep down in the cells in 
this case also. 


PHAGEDENIC ULCERS. Presented by Dr. E. L. McEwen, Chicago. 


A Serbian, aged 23, who presented ulcerations in the groins and between 
the buttocks, in May, 1919, had had a small ulcer on the glans penis, fol- 
lowed by swellings in both groins. These were incised and drained, but 
ulceration developed, spreading down the groins into the folds between the 
scrotum and thighs and around the anus; this was accompanied by marked 
edema of the penis and scrotum. The Wassermann reaction had repeatedly 
been negative. He had been treated by cauterization, curettage and perman- 
ganate dressings, without marked improvement. A mixture of iodoform in 
ether improved the condition somewhat. 


PHAGEDENIC ULCER. Presented by Dr. E. L. McEwen, Chicago. 


A colored man, aged 32, presented an ulceration in the groins and on the 
foreskin. The trouble began nine years ago as a small ulcer on the foreskin 
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and extended until most of the foreskin was involved; about a month later 
he developed swellings in his groins, which softened and were incised. A 
persistent discharge developed, and acuminate granulations appeared and 
gradually extended over the lower part of the abdomen. Continuous treatment 
had been of no avail and improvement was not in evidence until radiotherapy 
was instituted in November, 1919, an exposure being given every two weeks. 


PHAGEDENIC ULCER. Presented by Dr. E. L. McEwen, Chicago. 


A colored woman, aged 29, entered the hospital Nov. 15, 1919, with ulcera- 
tive lesions in the perineum. These began four years before with ulcers on 
the labia majora and minora which gradually increased in size and became 
wart-like, tender and painful. A diagnosis of syphilis was made and the 
patient received mercurial inunctions and seven intravenous injections of 
arsphenamin, with no apparent effect on the lesions. The Wassermann reaction 
was repeatedly negative. When shown the patient presented on the labia 
majora and minora, the inner surface of the thigh and glutea, ulcerated, 
indurated, discrete and confluent, raised, pinkish, verrucous growths which 
were tender to the touch and subjectively painful. Histologic section showed 
granulation tissue of markedly vascular type. 


DISCUSSION 

Dr. M. F. ENcGMAN, St. Louis, thought the case of the colored man repre- 
sented a type of disease of which they saw many cases in colored people in St. 
Louis. One case had been under observation for many years in which they 
found the bacillus of Ducrey. He had not seen the so-called tropical ulcer, 
so knew nothing about that type, but in the cases of the ulcus mollis they 
had seen it was easy to demonstrate the Unna bacillus. The condition lasted 
for a number of years, extended peripherally and was difficult to cure. He 
had tried many methods of treatment and had found the continuous bath the 
most helpful. 


Dr. J. S. E1senstaept, Chicago, agreed with Dr. Engman. He had had 
the opportunity of observing no less than ten or twelve such cases at Camp 
Taylor in colored and white soldiers. The lesions were very similar in both 
races. One or two of the men had been in the ward of the hospital, under 
various commanding officers, for periods of three and seven months without 
improvement. They curetted the ulcers without much improvement and finally 
he put the men under anesthesia and used a Paquelin cautery extensively, 
and they all healed. Some of the patients had been kept under treatment by 
Dakin’s continual drop method, and in some dichloramin-T had been used 
with only slight improvement. The only method that gave good results was 
deep cauterization. In some recent literature it had been shown that the 
Unna-Ducrey bacillus might lie dormant for years in the glands and then break 
out, occasioning ulcers in the groin which took this appearance. He requested 
that Dr. McEwen have an inguinal gland removed and very carefully examined, 
and that he report the findings to the Society at a later date. 

Dr. J. Grinpon, St. Louis, thought there was some confusion attending 
these ulcers about the pudenda of both sexes. They used to be called 
esthiomeme, which meant nothing in particular. There was a combination of 
several conditions, a large proportion of cases occurring on a syphilitic base. 
In some old syphilitic patients there occurred extensive infiltration about the 
vulva, the labia were edematous, and sometimes ulceration extended inside 
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the vagina. Often there was so much induration that it was difficult to investi- 
gate the inguinal condition. Again, there was the type spoken of by Dr. 
Engman. Those were, he believed, cases of old chronic chancroid. The infec- 
tion might last for years. Most of the cases he had seen had occurred in 
negroes, but one patient was a Greek. In all there was a syphilitic basis. 
One case gave a negative Wassermann for a long time, but later gave a 
+-++4+ reaction. When that patient was first seen Dr. Grindon had made 
a clinical diagnosis of epithelioma, and this diagnosis was concurred in by 
some of the genito-urinary men who saw him. The lesion extended up along 
Poupart’s ligament on both sides, the penis was entirely destroyed and it was 
with difficulty that the meatus could be discovered. A pathologist returned 
a diagnosis of epithelioma. The patient went to the Skin and Cancer Hos- 
pital and there the Ducrey bacillus was demonstrated. 

Another ulcerating condition was granuloma inguinale tropicum. He had 
reported three cases of that condition in negro males. A description of one 
would serve for all. The ulcer was entirely different from that due to the Ducrey 
bacillus. There was a well-marked ridge of vegetation and, splitting the cen- 
ter of this ridge, a crevice. The lesions followed Poupart’s ligament, encircled 
the scrotum, sometimes followed the perineum and encircled the anus, or took 
in one side of it. Few cases had been observed in this country. 


Dr. U. J. Wire, Ann Arbor, Mich., took exception to the diagnosis offered 
by Dr. Grindon for the white man. That patient had multiple ulcers in both 
groins and an anal fistula, and he thought it was a tuberculous condition. 

Dr. W. A. Pusey, Chicago, placed his vote on the side of chancroid,. hav- 
ing in mind particularly the negro. woman. The history of all such patients 
which he had investigated was that of the condition called chancroid. They 
were dirty negroes who had a bubo and a phagedenic ulcer which extended 
all around the place affected. He had seen many cases and agreed with Dr. 
Grindon that a great deal of confusion existed. He had tried to separate 
this condition from granuloma inguinale tropicum but had not been able to 
make a clinical differentiation because he had not seen the latter disease. 
He had seen twenty cases similar to these at Camp Funston, and if granuloma 
tropicum was the condition it should be called “granuloma Illinoisicum.” He 
thought they were cases of Ducrey infection and was surprised to hear a 
diagnosis of tuberculosis offered. 

By “phagedenic” he meant the ulcers that spread spontaneously and rapidly. 

Dr. J. Grinpon, St. Louis, agreed with Dr. Pusey, so far as the cases that 
he was talking about were concerned, but he was referring to the condition 
which he had spoken of in contrast to the condition which was the topic of 
the discussion. If Dr. Pusey would carefully read the description of Sir 
Patrick Manson he would see that it was entirely different from chancroids in 
dirty negroes. 

Dr. W. A. Quinn, Chicago, said that the colored man was an old patient 
who had been on the service of the late Dr. Harris, who had made examina- 
tions and had excluded chancroid and syphilis, and who considered the case 
granuloma inguinale tropicum. He had not found the Ducrey bacillus. The 
patient had improved somewhat under radiotherapy. 

Dr. T. C. Gucurist, Baltimore, thought it was well known that different 
clinical appearances were often obtained from the same case and similar 
pathologic pictures from different cases. If the Ducrey bacillus could not 
be found or the spirochete, that settled it; if neither of these could be found 














SOCIETY TRANSACTIONS 603 


but other bacillus was found, that settled it. In these cases he thought the 
demonstration of the tubercle bacillus could be made very easily. 

Dr. M. F. Eneman, St. Louis, thought it was very difficult to find the Unna- 
Ducrey bacillus in these growths. They were often reported as epithelioma, 
but there was no epithelioma about the condition. There was an infiltrating 
border with a great deal of acanthosis, but one had to obtain the bacillus 
far inside the border. The case of the negro man was typical of the cases 
seen as Unna-Ducrey bacillus infection. 

Dr. D. LiepertuHa, Chicago, thought that the possibility of symbiotic action 
should not be overlooked in searching for the bacillus. The Ducrey bacillus 
found in the beginning might later have disappeared on the increased activity 
of other micro-organisms. This point should be considered in the determination 
of the etiology of these cases. 

Dr. F. E. Sengar, Chicago, had seen the patients at the County Hospital 
and thought the two men had an entirely different condition. The white man 
had a chancroidal ulcer. In the colored man there was no undermining of the 
border but an immense growth of granulation tissue on the base and islands 
of tissue that had not been destroyed, or had been destroyed and followed by 
growth of new epithelium. This was quite characteristic of granuloma inguinale 
tropicum and he believed that the case was an example of this disease. The 
case of the woman had been diagnosed as syphilis and she was given a long 
course of arsphenamin, without affecting the condition. A biopsy was made 
and showed nothing but granulation tissue with development of a large number 
of newly formed blood vessels. He thought that while it was not what we 
know as granuloma pyogenicum it was some type of growth occurring in the 
woman as a result of vaginal discharge, which had produced a growth of 


similar pathology. It was somewhat similar in appearance to the chancroidal 
conditions seen about the vulva, but he did not think it was that disease. 


Dr. McEwen stated that the colored man had been shown before the 
Society before and that Dr. Harris had considered his condition to be granuloma 
inguinale tropicum. There was some doubt as to whether the white man’s 
condition was identical, but the colored woman’s condition was much the 
same as that of the colored man. He believed the term “phagedenic” was 
being used carelessly and that it should be accepted as a descriptive term 
instead of as a name of a disease entity. 


MULTIPLE IDIOPATHIC HEMORRHAGIC SARCOMA. Presented by 
Dr. O. S. Ormssy, Chicago. 


This patient was presented before the annual meeting of the Society in 
1919 and a description of the case will be found in the JouRNAL or CUTANEOUS 
Diseases $7:538, 1919. Since that time numerous new lesions had developed. 
The older ones had been reduced about 50 per cent. by means of radiotherapy. 
The general health, notwithstanding the widespread distribution of the lesions, 
was not interfered with. The histological sections were unusual. A full report 
of this case will be made at a later date. 


DISCUSSION 


Dr. J. Grinpon, St. Louis, mentioned Hardaway’s case reported in 1883. 
It was a typical example of this disease in which the patient, who was still 
living, had made a complete recovery after ten years without any treatment 
whatever. Koebner’s patients and a few others recovered under arsenic 
treatment. 
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Dr. J. Ze1ster, Chicago, said the case was first seen by a man of consid- 
erable experience, who made a diagnosis of lichen planus. The patient was 
afterward seen by his father, who first made the diagnosis under which the 
case was presented. The eruption had improved somewhat while under their 
treatment with arsenic and roentgen rays. 

Dr. T. C. Grrcurist, Baltimore, considered the lesions on the lower extremi- 
ties so typical that no further discussion was necessary. 

Dr. D. LiepertTHAL, Chicago, said that he had published a report of four 
cases of this disease—the first of these was one of the earliest recorded in 
this country. Koebner’s assertion that arsenic cured that condition did not hold 
true. In none of Dr. Lieberthal’s patients, who were under his observation 
until they died, did arsenic produce any beneficent result. Radiotherapy, how- 
ever, promised good results. : 

Dr. Ormssy stated that in the study of patients with this condition 
various observers considered it an inflammatory disease and not sarcomatous. 
The present case differed from many others in the large number of definite 
nodular and tumor formations. One tumor near the axilla was as large as 
an egg. The swelling and boardy harshness of the hands and feet and legs 
was characteristic and its benign course also suggested Kaposi’s type rather 
than a true sarcoma. Arsenic had proved of little value in this case, but 
many lesions had undergone resolution with treatment by radiotherapy. Massive 
dosage, with filtered rays from the Coolidge tube, had been employed. 


ITCHING ERUPTION, FOR DIAGNOSIS. Presented by Dr. E. L. 
McEwen, Chicago. 


A colored man, aged 28, presented an intensely itching skin disturbance 
which had been present for nine months. It began as a dry papular eruption 
in the left popliteal fossa and rapidly spread over the entire body. The skin 
showed much infiltration, and was torn with scratching. Both extensors and 
flexors were affected. Vesicles were to be seen at times. There was a his- 
tory of a chancre three years before; no treatment; no secondaries; Wasser- 
mann reaction repeatedly negative. Examination of the blood at entrance 
showed 25,000 leukocytes, with 24 per cent. eosinophils. Histologic study 
showed thickening of the prickle cell layer, round cell infiltration of the upper 
cutis extending down along the vessels and moderate edema of the epidermis. 
There was no sharp differentiation between lichen planus and lichenification. 
When shown, nephritis was present, possibly due to the use of intravenous 
foreign protein vaccine. 

DISCUSSION 


Dr. M. Haase, Memphis, Tenn., asked how long the pitient had been under 
Dr. McEwen’s observation. He had recently seen a similar case in which 
he made a diagnosis of lichen planus. In that case there was marked improve- 
ment within a month. The patient, a negro, then left the hospital, had an 
exacerbation and returned in much worse condition than the patient who had 
been presented today. He thought it was a case of so-called generalized acute 
lichen planus. 

Dr. M. F. ENcmMan thought it was a case of generalized, papular, itching 
eruption, so frequently seen in the negro. 

Dr. McEwen said the patient came to his service at the County Hos- 
pital in September and had remained several months. He had returned to 
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the medical service with a nephritis a short time after leaving the hospital; 
he was afterward transferred to Dr. Stillians’ service. In October the man 
had shown many vesicles on the arms and, while the diagnosis of lichen planus 
had been made a number of times, Dr. McEwen had not thought it was that 
disease, but rather considered it a case of dermatitis herpetiformis. 


A CASE FOR DIAGNOSIS. Presented by Dr. O’Leary for Dr. J. Stokes, 
Rochester, Minn. 


Dr. O’Leary presented for Dr. Stokes a patient 56 years of age, with a 
history of exophthalmic goiter, with adenomas and myocardial degeneration. 
About a month before thyroidectomy he developed doughy, edematous, tawny 
plaques over the anterior tibial region and about the ankles. At the same 
time he noticed a thickening of the soft tissues of the fingers which did not 
reduce on pressure. At the time the patient was first seen by Dr. Stokes the 
lesions in the pretibial region strongly suggested an erythema nodosum. The 
erythema was much more marked than at present and the individual plaques 
distinctly more localized, but there was no tenderness on pressure. There 
was no evidence of obstruction of the venous return or of cardiac decompensa- 
tion at the time. In view of the puzzling clinical picture a biopsy was taken. 
The pathologic picture showed nothing, only a marked connective tissue 
hyperplasia with some edema and conspicuous absence of every type of inflam- 
matory or other infiltration. Special stains for myxomatous degeneration 
showed nothing distinctive. Subsequent determinations of the patient’s metab- 
olism had shown it to be within normal limits so that the condition could 
scarcely be interpreted as being due to hypothyroidism. The condition of the 
hands had changed very little since first observation but the erythema had 
disappeared from the lesions on the legs and the process at the time of his 
presentation was much more suggestive of a chronic stasis with edema than 
it was at the time he was first seen. The patient stated that a considerable 
reduction of the swelling occurred on elevation of the feet. The process was 
now much more suggestive of an early elephantiasis than it had been at the 
outset. No cause for the edema had been ascertained. 


DISCUSSION 


Dr. W. A. Pusey, Chicago, thought it was a case of lymphatic edema with 
hyperplastic changes and beginning elephantiasis, an acute lymphatic obstruc- 
tion. He asked if too much thyroid had been removed. He thought the man 
showed no evidence of myxedema. 


A CASE FOR DIAGNOSIS. Presented by Dr. O’Leary for Dr. Stoxgs, 
Rochester, Minn. 


Dr. O’Leary presented for Dr. Stokes a patient who had been seen by the 
Society on three previous occasions, when she was a patient of the late Dr. 
Frederick G. Harris. For the past eight years she had had an almost con- 
tinuous succession of dermatologic pictures varying from urticaria through 
erythema multiforme and dermatitis herpetiformis to eruptions which had 
been suspected by members of the Society as being conditions as widely 
separated as pemphigus and premycotic granuloma fungoides. Dr. Harris 
had exhausted on this patient every imaginable therapeutic resource. When 
this patient consulted Dr. Stokes it occurred to him to investigate the only two 
points to which Dr. Harris had apparently not given special attention up to 
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the time of his death. An investigation of the patient’s alkali reserve showed 
her hydrogen-ion concentration to be one-half the normal. Three periapically 
infected teeth and septic tonsils were also identified, Intravenous injections 
of calcium chlorid were instituted with a moderate but definite therapeutic 
improvement. As soon as the acute phase of the eruption had subsided the 
apically infected teeth were extracted. With the extraction of the third 
tooth, which was the most involved, the patient sustained a tremendous flare-up 
with giant urticarial wheals, many of them larger than the palm. The vesicu- 
lation, suggesting dermatitis herpetiformis, which had disappeared under the 
calcium therapy, reappeared with the most intense pruritus. The exacerba- 
tion subsided under a continuance of the calcium chlorid therapy and the 
patient sustained a general improvement more marked than any observed in 
recent years. A tonsillectomy was then done and without a marked local 
reaction in the throat the patient again sustained a definite flare-up, less 
pronounced, however, than that following the dental extractions. An interest- 
ing feature of this flare-up was that certain papular lesions about the neck and 
shoulders which had been landmarks for some months showed a marked light- 
ing up not unlike that of localized forms of recurrent urticaria. Since that 
time she had remained in good condition until an exacerbation within the last 
two weeks which occurred while the patient was at home and not under observa- 
tion. Dr. Stokes invited the Society to make another attempt at a diagnosis. 
Whatever the role of the focal infections as predisposing causes might be, the 
progress of the case had certainly not established their right to consideration 
as the sole etiology. Since the patient had returned home she had been taking 
calcium lactate by mouth. During the period that the effect of increasing the 
alkali reserve and removing the focal infections had been under observation, 
no local measures had been used in order to avoid confusing the picture. 


DISCUSSION 


Dr. W. A. Pusey, Chicago, thought there was some itching eruption as a 
foundation but did not see any evidence of dermatitis herpetiformis as the 
basis. On top of the eruption there was a marked formation of connective 
tissue nodules. In places they were distinct keloids, not eruptions that sug- 
gested keloids but distinct growths. There were other lesions that were 
cicatrized and scar-like so that when definite keloids were seen they might be 
definitely accepted as keloids. There were other nodules in the process of 
formation which represented less complete keloids. The patient had a distinct 
tendency to the formation of connective tissue nodules under traumatism and 
he thought this condition shown to such an exaggerated extent was quite analo- 
gous to the case of hyperplasia on the back of the hand shown by Dr. Senear 
and himself. Dr. Gilchrist had suggested the diagnosis of prurigo nodularis 
and he thought this a good suggestion. It was a discrete eruption occurring 
chiefly on the lower extremities and characterized by these itching nodules 
which were excoriated. He thought the eruption was the same in both cases 
and was willing to accept it as a bizarre case of prurigo nodularis. 

Dr. T. C. Gitcurist, Baltimore, thought the appearance of the lesions war- 
ranted this diagnosis and that the keloids were the result of secondary infection 
due to scratching. He did not think it formed part of the process in the skin 
lesions. . . 

Dr. J. Grinpon, St. Louis, agreed with Dr. Pusey that there were different 
kinds of lesions. There were papules and scratched lesions which might have 
been anything, and there were true keloids. Besides that, there were nodular 
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lesions which looked as if they were developing into keloids. His diagnosis 
was dermatitis herpetiformis plus the formation of keloids, the patient having 
that tenedency so often seen in the colored and less often in the white race. 
His reasons for believing it dermatitis herpetiformis were: the perfect sym- 
metry, the decided grouping, the preservation of the general health, the pruritus 
and the history. The statements of the mother and the patient were that the 
lesions on the neck came up and looked like “hives,” and that “blisters” devel- 
oped in a number of places. These lesions, they said, contained clear fluid, 
while others had “yellow heads.” 

Dr. W. A. Pusty, Chicago, said he was converted by Dr. Grindon as to 
dermatitis herpetiformis, and thought the history of the case should not be con- 
sidered too significant. There was no evidence of grouping on either thigh or 
on the forearms. He thought the hive-like lesions were anaphylactic conditions. 

Dr. W. F. Encman, St. Louis, had studied the case with much interest and 
had first thought of prurigo nodularis and then, because of the keloidal lesions 
appearing on the inner part of the thighs, had abandoned that diagnosis and 
was at sea until he went over the case with Dr. Grindon. He then questioned 
the girl and she distinctly described hives and some lesions like erythema multi- 
forme. The girl was highly neurotic, the skin was sensitive and would 
probably itch more from ordinary lesions than some other skins. From the 
grouping, from the history and the character of the lesions she described he 
thought that was the only classification that could be made without histologic 
study and study of the blood. It was a peculiar condition of dermatitis herpeti- 
formis which occurred in only a small percentage of these cases. 

Dr. J. Grinpon, St. Louis, thought that as Dr. Gilchrist had not noticed the 
grouping he perhaps did not have a clear mental picture of the case as a whole. 
On each side over the clavicle,-in a perfectly symmetrical manner, there was a 
group 1% inch in diameter sharply outlined. On the arms the lesions were 
freely distributed but there was a tendency toward symmetrical arrangement. 
On the thighs there were large masses on the two sides and there had been a 
single large group in the middle of the back. 


ERYTHEMA NODOSUM SYPHILITICUM. Presented by Drs. A. W. 
Stittians and F. E. Senear, Chicago. 


A colored man, aged 39, in 1900 had developed a lesion on his penis three 
weeks after exposure, which lasted for six weeks. One year ago he developed 
a right-sided facial paralysis which, although much improved, was still very 
evident. Two months.ago he contracted another lesion on the penis fifteen days 
after exposure. This had been cauterized. A month ago he developed a sore 
throat, with intense headaches and pains in his limbs. One week later a num- 
ber of hard painful nodules appeared on both legs. The Wassermann reaction 
was++++ 

DISCUSSION 

Dr. E. L. McEwen, Chicago, thought there were two conditions to consider. 
Was the lesion on the penis a chancre and could the lesions on the limbs be 
diagnosed as erythema nodosum syphiliticum? In his opinion the penis lesion 
was a chancriform gumma altered by treatment, and he saw no reason why 
the skin should not be designated as erythema nodosum syphiliticum, since that 
term was in use in the literature. He asked an expression from the other 
dermatologists as to whether this was a legitimate term. 
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Dr. W. A. Pusey, Chicago, said the lesions on the shin could not be called 
erythema nodosum syphiliticum, because erythema nodosum was a perfectly 
good entity. The history of the case sounded as if the patient had a chancre, 
had a little arsphenamin but not enough to do much good, and then had a pre- 
mature tertiary syphilis. He appeared to have a third nerve paralysis and 
apparently some gummas of the skin, and he thought such gummas followed 
early cases of syphilis that were insufficiently treated with arsphenamin. In 
his opinion, a good disease like erythema nodosum should not be slandered. 


Dr. T. C. Gitcurist, Baltimore, stated that he had had experience with 
many Cases that for a long time presented all the features of erythema multi- 
forme, which disappeared under syphilitic treatment. He had seen cases of 
urticaria due to syphilic infection, as shown by the Wassermaan test, and had 
also seen pityriasis rosea occur in a syphilitic patient, which assumed the char- 
acteristics of pitryriasis rosea. 

Dr. M. F. Encman, St. Louis, thought it depended on the use of terminology 
in nomenclature. Erythema nodosum was applied to the so-called tuberculous 
processes. Fundamentally, red nodes occurred from many organisms, but if 
the term was to mean a node due to the tubercle bacillus, it was all right; 
fundamentally and pathologically, he thought, the term might be used properly 
by applying the name of the organism with which it was associated. 

Dr. D. LieperTHAL, Chicago, did not see any objection to the term. It had 
been generally accepted by the dermatologists as well as by pathologists. 

Dr. J. S. E1rsenstaept, Chicago, referring to erythema multiforme occurring 
in a syphilitic, said that he saw such a patient last fall with lesions in.the 
mouth. He thought they might be on a syphilitic basis and continued the anti- 
syphilitic treatment that the patient had previously received elsewhere. He 
grew worse, so the treatment was discontinued. On looking up the literature 
Dr. Eisenstaedt found that certain cases of erythema multiforme had been 
described after the exhibition of mercury. Evidently this case was one of 
erythema multiforme in a syphilitic which was made worse by mercurial treat- 
ment and had possibly been caused by mercury, as reported by Stelwagon. 

Dr. E. P. Ze1ster, Chicago, saw no reason why a patient with syphilis might 
not develop an urticaria, an erythema nodosum, or a pityriasis rosea. Because 
a person had syphilis, as evidenced by a positive Wassermann reaction, all the 
skin lesions need not be syphilitic, even if they disappeared under antisyphilitic 
treatment. He recalled the fact that many of the tuberculids disappeared under 
arsphenamin treatment and he would agree with Dr. Pusey in objecting to the 
term erythema nodosum syphiliticum. 

Dr. W. A. Pusey, Chicago, emphasized the point made by Dr. Zeisler, that 
because a man had syphilis the skin lesions were not necessarily syphilitic. He 
did not believe it had ever been established that erythema multiforme or typical 
erythema nodosum were syphilitic. They might occur in a syphilitic patient, - 
but he thought it was important not to give the impression that pityriasis rosea 
was due to syphilis. 

Dr. SeNeEAR said that the lesions, which were excessively tender on pressure, 
were hard to correlate with gummatous erythema nodosum. They were doughy 
and soft and he thought if they were gummas some of them would have ulcer- 
ated before this. He agreed with Dr. Zeisler that it was erythema nodosum 
occurring in a syphilitic patient. He thought that possibly in patients treated 
as syphilitics who had erythema nodosum or pityriasis rosea, which had been 
stubborn or had recurred, the dermatosis might be somewhat influenced by anti- 
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syphilitic treatment. He had in mind particularly cases of urticaria recently 
reported which had cleared up under arsphenamin, some of which had been 
proved syphilitic and some not, and thought the improvement might have been 
due to the arsenic, but without there necessarily being any relation between 
the urticaria and syphilis. 

(Note: A few days after the patient was shown the nodules ulcerated, 
showing the typical punched out appearance of gummatous ulcers.) 













VON RECKLINGHAUSEN’S DISEASE. Presented by Dr. J. F. Waucu, 
Chicago. 









A woman, aged 40, eight months before began to have lesions that were 
generalized over the body. They consisted of brownish pigmented areas, mostly 
coin size, and numerous soft tumors, some of which were subcutaneous, others 
distinctly elevated and varying in size from a pea to an English walnut. 








ECZEMA. Presented by Drs. W. A. Pusey and F. E. Senear, Chicago. 






A woman, aged 28, who had had eczema on the backs of the hands for four- 
teen years, presented a lesion on the back of the right hand which was of two 
years’ duration. According to the patient, it had developed from one of the 
eczematous patches. It had reached its full development in two weeks and had 
remained practically unchanged since that time. 















DISCUSSION 
Dr. U. J. Wire, Ann Arbor, Mich., said it was a well-known fact that nor- 
mal skin bacteria could produce hypertrophy and parakeratosis, and he thought 
this case could be explained by the persistence of the irritation present in a 
localized, chronic hyperkeratosis. 

Dr. M. Haase, Memphis, Tenn., said that on examining the back of the 
hands he thought he had seen some flat, shiny plaques, and suggested the diag- 
nosis of lichen planus verrucosa. 

Dr. E. L. McEwen, Chicago, thought it was a case of lichen planus with 
hypertrophic lesions. 

Dr. Pusey agreed with Dr. Wile that it was hyperplasia of the skin from 
long-continued irritation, and thought that careful study of the case would 
reveal no ground for considering it a case of lichen planus. 













Dr. SENEAR agreed with Dr. Wile and Dr. Pusey but said no section had 
been made. He had thought of linear lichen planus hypertrophicus, but had 
not found any lesions which had at all suggested that condition. There was 
no angular configuration, and no flattopped, shiny lesions. The lesions changed 
in appearance from time to time, according to the length of time the patient 
had the hands in water. 








A CASE FOR DIAGNOSIS. Presented by Dr. F. E. SENgEar, Chicago. 


A woman, aged 25, presented lesions on the left wrist which had been 
present for a year. They began as slightly elevated papules, which retro- 
gressed spontaneously, leaving scars. There were no subjective symptoms. 
The scars, which were thin and atrophic, and resulted without any apparent 
destructive process in the primary lesions, were suggestive of lichen planus 
atrophicus. 








DISCUSSION 
Dr. T. C. Guccurist, Baltimore, thought it was a case of lichen planus. 
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Dr. SENEAR said he saw the patient in the dispensary and thought the case 
was so trivial that he did not pay much attention to it, but when he watched 
it a little more closely he did not know what it was. The only diagnosis which 
had presented itself to him was lichen planus atrophicus. When first seen the 
large plaque on the forearm was a velvety-feeling lesion; there was now a 
fresh lesion on the forearm. He would make a biopsy and report later. 


PARAPSORIASIS. Presented by Dr. J. Zerster, Chicago. 


A man, aged 43, presented an eruption which began in March, 1919, follow- 
ing a bruise on the chest. In July, 1919, the patient was first seen with an erup- 
tion resembling pityriasis rosea, with macules and ringed lesions on-the chest, 
back, groins and limbs. New lesions had continued to appear during the last 
five months, which spread peripherally, clearing up in the center and forming 
rings. No subjective sensations were complained of. 

Treatment had consisted of strong antiseptics used locally. 


DISCUSSION 

Dr. T. C. Gm-curist, Baltimore, said he had seen six or eight cases of what 
appeared to be typical pityriasis rosea, but the eruption would not disappear 
and after a while became pigmented. It was afterward found that the patients 
had syphilis, and they came to the conclusion that it was the syphilitic infec- 
tion which made them so persistent. 

Dr. ZEISLER said the case seemed a little unusual to him. The disorder had 
been present for nine months and six months ago seemed to be typical pity- 
riasis rosea. He had had some personal experience with this disease, having 
had one attack which lasted for four months and five years later another attack 
which lasted for a shorter time. He had never seen a case in which new lesions 
appeared nine months after the onset. 


LICHEN SCLEROSIS ET ATROPHICUS. Presented by Drs. W. A. 
Pusey and F. E. Senear, Chicago. 


A woman, aged 60, developed a white spot over the right scapula two years 
ago. When she discovered this patch it was almost as large.as it was at the 
time of presentation. Other spots had since appeared. There was slight 
itching, especially when the patient became warm. The eruption, limited to 
the scapular region, consisted of dead white colored lesions varying from split 
pea-size to one patch about 2 by 4 inches. The smaller lesions could be seen 
to coalesce to form the larger patches. Some of the lesions showed blackish 
follicular plugs. 

DISCUSSION 

Dr. U. J. Wms, Ann Arbor, Mich., said that on account of the peculiar 
whiteness of the lesions and because he saw a violaceous border, the most 
likely diagnosis, in his opinion, was a morphea, although the lesion itself did 
not feel like morphea. It was somewhat atrophic. The outlying lesions that 
were on the outer side surrounding the larger lesion were atrophic and were 
also somewhat white, slightly angular in their configuration, and suggested the 
possibility of a lichen planus sclerosis et atrophicus, but the entire picture 
impressed him as that of a morphea. 

Dr. J. Grinpon, St. Louis, thought it was a case of morphea. He recalled 
a case of mixed scleroderma in which there were lesions that presented the 
appearance of those seen in this case. Among the small outlying lesions on 
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the left shoulder were little linear markings, which he regarded as character- 
istic. The fine cigaret paper appearance of the surface was sometimes seen in 
morphea. Dr. Grindon confessed that he had not seen lichen planus atrophicus 
as described by Hallopeau. The section did not show the picture of lichen 
planus but rather that of morphea. 

Dr. O. S. Ormssy, Chicago, said he could not study the case as well as he 
had wished. The small lesions strongly suggested lichen sclerosis et atrophicus, 
but the large patch was unusual. In some cases of guttate morphea the comedo- 
like plugs were simulated in some of the lesions so that the distinction was 
sometimes difficult to make. In this instance he was undecided as to which of 
the two conditions was present. 

Dr. T. C. Gitcurist, Baltimore, said that this was his impression. He had 
seen the white plaques beginning in this way with absence of pigmentation 
and slight atrophy and lesions on the left side with white plaques. The case, 
to his mind, was morphea. 

Dr. SENEAR had seen the case with Dr. Pusey and when first seen these two 
diagnoses immediately suggested themselves. He read the papers of Drs. Wise 
and Ormsby and made a list of all the points given in the differentiation of 
white spot disease and lichen planus atrophicus, and from a study of that list 
his diagnosis was lichen planus atrophicus. The individual lesions were 
definitely angular, and the comedo-like plugs which Dr. Ormsby thought fypical 
of lichen planus atrophicus were very definite here. The microscopic picture 
in lichen planus atrophicus was not at all that seen in ordinary lichen planus. 
In these cases the cellular infiltrate travels downward as atrophy takes place 
in the papillary layer. However, from reading these two exhaustive papers he 
found that the histologic picture of the white spot disease and lichen planus 
was practically indistinguishable. The same thing took place in both processes, 
and he thought the histology could not rule out the diagnosis of lichen planus 
atrophicus. 

Dr. Pusey said that Dr. Senear had expressed his views. The lesions of 
morphea were punctate lesions; in this case they were distinctly irregular 
lesions of jagged outline. While the large patch was peculiar, if it was granted 
that the small lesions might be lichen planus sclerosis, the large patch was 
easily the result of a confluence of the small patches. There was much con- 
fusion in these two conditions, but he was much inclined to the view that it 
was not morphea. The halo was not the purplish halo of morphea but a very 
narrow coppery red halo. 


PREMYCOTIC DERMATITIS. Presented by Dr. W. A. STILLIANsS, 
Chicago. 

A Jewess, aged 45, had suffered from an itching eruption since 1912. It 
began soon after the death of her husband and had been spreading slowly, 
clearing in some spots, but new lesions forming. There was severe itching, 
especially at night. The Wassermann reaction was negative. 

The lesions were sharply defined, pale yellowish to dull red, slightly raised 
and slightly infiltrated plaques; some showed lichenification, others slight 
scaliness. They were present on the trunk, arms and thighs, under the breasts, 
in the axillae and groins. They were not symmetrical and ranged from one to 
three inches in diameter; they were mostly round or oval; a few were circinate 
and larger than the others in the lumbar region and on the abdomen. The 
scales were fine and adherent. The patient claimed that the use of soap and 
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water increased the itching. Numerous scratch marks were present on and 
between the lesions. Neither the itching nor the lesions had yielded in the least 
to a one half erythema dose of the radiotherapy a week after it was given. 


Dr. W. A. Pusey, Chicago, thought it was a case of premycotic dermatitis. 


PIGMENTARY SYPHILID. Presented by Dr. E. L. McEwen, Chicago. 


A Polish woman, aged 33, came to the hospital suffering with a severe scabies 
which had been present for three weeks. She also presented areas of pigmen- 
tary mottling on the neck, back and arms, which were typically syphilitic. The 
Wassermann reaction was+-+++, though the patient presented no other 
signs of the disease. 

DISCUSSION 

Dr. J. Grinpon, St. Louis, said one point was of considerable interest to 
him, and thought a diagnosis of syphilis was warranted, not only because of 
the white patches on a pigmented background at the back of the neck, but 
because of the vitiligo on the arms and upper chest. The French school was 
right in making a sharp distinction between leukoderma and vitiligo. They 
hold that atrophy and hypertrophy of pigment in adjacent areas constitute 
vitiligo, and that vitiligo occurs only in syphilis. He wished to know whether 
there was other confirmation of the diagnosis of syphilis in this case. 

Dr. W. A. Pusey, Chicago, thought Dr. Grindon was right in saying that 
the question of syphilis should be determined in this case, but he would not go 
so far as to say that the syphilitic-like leukoderma-on the back of the neck 
warranted that diagnosis. He was not familiar with vitiliginous syphilids on 
the forearms. For a long time he saw no case of this irregular leukoderma 
on the back of the neck that was not syphilitic, but a number of years ago a 
German, or perhaps Jadassohn, published a picture of a leukoderma on the back 
of the neck in psoriasis, and he soon saw a similar case in which white spots 
occurred on the neck followed by pigmentation and accompanied by psoriasis. 
He thought many of these cases might be explained along similar lines. The 
patient might have had an inflammatory dermatitis accompanied by itching, in 
a very dark skin with a tendency toward the formation of pigment. He thought 
the pigment around these lesions was due to the stimulation of an itching der- 
matosis, while the increased whiteness of the leukoderma spots on the side were 
previous inflammatory lesions. 

Dr. J. Grinvon, St. Louis, said that until recently he had only seen the true 
pigmentary syphilid, or vitiligo, where every one was familiar with it, namely 
on the sides of the neck, but that not long ago he saw a woman with recent 
syphilis who not only had the condition on the neck beautifully developed, but 
the same condition extending down over the upper part of the chest, arms and 
forearms, as well characterized as he had ever seen it on the neck. This was 
an isolatéd instance, but the syphilitic character of the disorder seemed to be 
well proved. The patient was placed on antisyphilitic treatment and the spots 
faded. 

Dr. McEwen said the case was presented because it was such a splendid 
illustration of the pigmentary syphilid. In the past three or four years at the 
County Hospital he had seen a large number of pigmentary syphilids, not only 
in the later stage but also in the chancre stage; and not only on the neck but 
also on the arms and body. Most of the cases had been in women, but there 
was one man who developed an extensive pigmentary syphilid. As to patho- 
genesis, he had seen cases in which there was no possibility of an inflammatory 


process at the site of the lesion. 
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LUPUS ERYTHEMATOSUS, AND RAYNAUD’S DISEASE. Presented 
by Drs. O. S. Ormssy and MitcHett, Chicago. 


A man, aged 28, was demonstrated before the Society by the late Dr. Harris 
last year. At the present time the lupus erythematosus had practically cleared 
but the Raynaud’s symptoms remained the same. 


MAJOCCHI’S DISEASE. Presented by Dr. J. Ze1ster, Chicago. 


A man, aged 26, a clerk, presented an eruption of one year’s duration. On 
the flexors of the forearm, on the inner aspect of the thighs and groins were 
copper colored pigmented macules with red vascular puncta. On the scrotum 
were numerous dark macules. The lesions did not fade on pressure and caused 
no subjective symptoms. 

DISCUSSION 
Dr. J: Grinpon, St. Louis, considered it a case of Majocchi’s disease and 
was reminded of a case seen in Chicago at the meeting of the Association in 
1915. This case resembled that one very much, although in this patient the 
lesions were more generally distributed. 


Dr. W. A. Pusey, Chicago, thought it was a case of Majocchi’s disease, but 
it seemed to him that one should be reasonably cautious about making a diag- 
nosis of this disease, because no one had seen many cases. Dr. Harris had 
one case and that was practically the only one seen in this country. It was an 
exceedingly rare disease and not one in which a casual and careless diagnosis 
could be made. One fact against this diagnosis was that he did not see suffi- 
cient annular arrangement or enough telangiectasia to make him sure it was a 
case of this disease. He did not question the diagnosis, because he did not 
feel competent to do so, but issued a word of caution that it was entitled to 
further study and another presentation before the Society. 


Dr. U. J. Wire, Ann Arbor, Mich., agreed with Dr. Pusey. It appeared that 
even to those who were familiar with the picture, the diagnosis was frequently 
only made by the microscope. As an example of this fact, one of his assistants 
had developed annular purpuric lesions all over his body. Dr. Wile and Dr. 
Engman, who recently saw him, thought he was undoubtedly developing 
Majocchi’s disease. The lesions in this case first appeared on the arms; there 
was no hemorrhage but they were distinctly telangiectatic. They then appeared 
on the back of the knee and on the leg. He had been carefully examined and 
the laboratory had given the only associated findings. He had some normo- 
blasts in the blood and also 4 per cent. eosinophils. Aside from that, there was 
nothing to show that he was ill. They had removed a piece for study and the 
pathologic finding was not that described by MacKee for Majocchi’s disease. 

Dr. O. S. Ormssy, Chicago, said that he had had two cases under observa- 
tion for four months presenting lesions apparently similar to those seen in this 
patient and had not considered them examples of Majocchi’s disease. The 
characteristic circinate configuration of the lesions was absent here. It would 
require further observation, together with a histologic examination, to place 
the case definitely. According to MacKee, Majocchi’s disease presents a char- 
acteristic histologic structure. 

Dr. T. C. Gitcurist, Baltimore, asked whether there was any relation in 
these cases to angioma serpiginosum. 

Dr. ZeIs_er said he had looked very carefully to find an annular arrange- 
ment, but it was not conspicuous. The patient was a healthy person who devel- 
oped a purpuric eruption that had lasted for two years. The clinical picture 
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corresponded with Harris’ case. They had had very little opportunity to see 
Majocchi’s disease in Chicago, so it was difficult to come to definite conclusions. 
He would try to obtain a biopsy and report the findings. 


LINEAR NEVUS, PSORIASIFORM TYPE. Presented by Drs. O. S. 
Ormssy and MitcHett, Chicago. 


A girl, aged 15, had had the condition for nine years. The first lesion 
appeared above the elbow, new ones developing above and below. When first 
presented before the Society, in March, 1919, there were plaques of psoriasi- 
form lesions extending from the wrist to a point half-way between the elbow 
and shoulder. These plaques varied in size, some being the size of a silver 
dollar or larger. There was some itching. In a large area near the wrist a 
scar was present in which the lesions were developing; this scar resulted from 
surgical removal of a large patch, followed by skin grafting. Early treatment 
had reduced the size but failed to remove any of the patches. At times the 
itching was marked. 

During the year radiotherapy and keratolytic ointments had been applied, 
with little improvement. Scaling was less marked and some of the lesions 
were reduced in size, but otherwise the condition was unchanged. Histologic 
sections were presented. 

DISCUSSION 

Dr. J. Grinpon, St. Louis, had thought the case was one of linear lichen 
planus until informed that the histology was not indicative of that disease. - 

Dr. H. G. Irvine, Minneapolis, thought the case was very interesting. He 
had seen the patient several months before, when she was first presented, and 
thought the condition had improved considerably under treatment. At that 
time there was considerable difference of opinion as to whether it was psoriasis 
or a nevus and it was interesting to see the patient again and have the diag- 
nosis settled. 

Dr. T. C. Gitcurist, Baltimore, asked whether sections had been removed 
from the untreated part. The section he saw showed some infiltration in the 
upper part and the lower portion showed definite tclengiectatic condition. 


Dr. O. S. Ormssy, Chicago, thought the case of interest because as many 
as five opinions had been offered at one time concerning its diagnosis. The 
first time the patient was shown she had lesions that were markedly psoriasi- 
form and under treatment these lesions cleared up about 50 per cent. The only 
portions left were the small areas that were still present, and which had been 
resistant to further treatment. One gentleman thought it was psoriasis. The 
fact that she was 6 years of age when the lesions appeared made the diagnosis 
of nevus unlikely in the minds of some. Linear lichen planus was the most 
difficult to rule out; however, the histology was not that of lichen planus but 
appeared to conform to that of linear nevi. The recurrence of the lesions in 
the scar, the resistance to treatment and the histology justified them in con- 
sidering it a linear nevus of the psoriasiform type. 


PEMPHIGUS. Presented by Drs. A. W. Sreitians and F. E. Senear, 
Chicago. 


A Greek, aged 38, entered the hospital December 29, 1919, with sore throat 
and crusted lesions over the body. The throat had been sore since the latter 
part of November and about December 15 the eruption appeared on the chest 
and arms. The eruption consisted of flat, discrete blebs, which appeared in 
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crops and soon dried to form crusts. No marked constitutional symptoms were 
present. 
DISCUSSION 

Dr. E. L. McEwen, Chicago, said that this man came into the hospital a 
few days before complaining of a sore throat and mouth. He had not appeared 
to be very ill at any time. The mouth lesions continued about the same, begin- 
ning as blebs and promptly changing to erosions. New lesions were constantly 
forming on the body, beginning as blebs and quickly becoming crusts. He 
wished to know what the members present thought about the prognosis. At 
present the patient was on large doses of quinin without much evidence of 
improvement. 

Dr. SENEAR had noticed that some time ago the late Dr. Zeisler stated that 
the cases of pemphigus which were characterized by flaccid bullae were of a 
more virulent type than the cases with tense bullae. This patient had lost 
some 15 pounds in weight; the pemphigus was not of the foliaceous type and 
yet he had a Nikolsky sign which the speaker remembered as a characteristic 
of the foliaceous type alone; his memory was perhaps faulty on this point. 

Dr. D. LieserTHAL, Chicago, thought the man was in a serious condition 
and that the prognosis was very grave. 


PEMPHIGUS VULGARIS. Presented by Dr. D. LiespertHat, Chicago. 


A woman, aged 38, the mother of three healthy children, had noticed the 
present affection in the throat and on the tongue about four or five months ago 
and about two months before presentation bullae started to appear on the 
chest, back, legs and arms. The latter were few in number and caused no 
great discomfort. The lesions in the mouth and throat, however, were painful, 
especially so at taking food. 

DISCUSSION 

Dr. W. H. Mook, St. Louis, said that he showed a case of pemphigus vege- 
tans with a single lesion on the labia majora and bullae in the mouth, at 
the October meeting in St. Louis. Since then the patient had developed lesions 
typical of pemphigus vegetans over the body. She broke out in a typical 
bullous eruption and before the lesions disappeared vegetations appeared, the 
lesions became crusted and remained; The entire mouth was involved as well 
as the genital regions. The disorder seemed to come in exacerbations. The 
patient would get along fairly well and then would have a rise in temperature, 
new lesions would develop for two weeks and then the condition would remain 
stationary for about a month. 

Dr. D. LiepertHAL stated that it had been a great disappointment to him 
that the treatment of these cases had been so unsatisfactory. Every time he 
saw such a case he felt sympathy for himself as well as for the patient, for 
these patients had died in spite of all that had been done for them. He 
thought, however, that arsenic in proper form and large doses would produce 
some results. He advised against the slipshod manner of giving the drug. 
He preferred arsenous acid in gradually increasing doses. The patient might 
complain of difficulty in digestion and pain in the stomach, but he had found 
that this could be overcome by the administration of from 12 to 15 minims 
of dilute hydrochloric acid, three times a day. 

One patient, a woman of 55, in whom the disease began with lesions in 
the mouth, in 1918, developed about a dozen bullae on the back and a few on 
the right cheek. She was given large doses of arsenic and kept compara- 
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tively comfortable. The lesions subsided from time to time, and no larger 
crops had been observed to occur than at the first examination. This patient 
had been seen by Dr. Ormsby also. This was the only case beginning with 
lesions in the mouth that Dr. Lieberthal knew of in which the patient had 
done so well and had lived so long. 

The local treatment was, as a rule, of little assistance, but a cooling, sooth- 
ing ointment was sometimes helpful. If the lesions of the skin were numerous, 
the only thing of benefit was the continuous bath. One patient had been kept 
by him in the bath continuously from October of one year until the middle 
of the following August, being out of the tub for only twelve hours during 
this time while the tub was being repaired. 

The greatest length of time that he had known a patient to survive was 
three years; this was the last mentioned patient who suffered from pemphigus 
foliaceous and who had at no time of the disease shown lesions in the mouth. 
As a rule, the course of the disease was short when the first lesions occurred 
in the mouth. The shortest course was that of a patient who had died within 
three months, and the average duration was six months. Lesions of the mouth 
did not develop in about a third of his cases. 

He knew of postmortem examinations of cases of pemphigus made in 
Vienna in which serial sections were made of every tissue of the body, but 
nothing was disclosed by them bearing on the etiology of the disease. He 
had posted one of his own cases, a pregnant woman who aborted shortly before 
death, and also the fetus, but found nothing of note. 

Dr. M. F. Encman, St. Louis, thought the danger from drawing con- 
clusions from treatment in pemphigus was the tendency the disease some- 
times showed to undergo rapid involution. The best treatment he had seen 
was “the laying on of hands” in one case, which showed the inefficiency of 
treatment up to the present time. The patient was a woman who had been 
sent home to die as she was in very bad condition. A few days after reach- 
ing home she insisted on calling in a “healer” and her daughter, who was a 
trained nurse, wrote about it. The “healer” laid on his hands and the patient 
immediately got well and remained well for a year, which she attributed to 
the efficiency of prayer. He had, fortunately, told the daughter that the dis- 
ease might undergo involution at any time, so she understood the condition. 


Dr. J. S. E1tsenstarept, Chicago, asked how much leeway one should per- 
mit himself in the diagnosis of the primary lesions of pemphigus. He had 
been taught that the lesion was a bulla arising from an inflammatory base, 
then gradually detaching itself and becoming flaccid and sometimes develop- 
ing an inflammatory areola. In the case recently seen by Dr. Liebertha! and 
Dr. Ormsby no tense bullae had developed at any time, the lesions appearing 
as flaccid bullae at all times. 

Dr. J. Grinpon, St. Louis, thought it was clear that the three types of 
pemphigus were distinct and separate, and that the acute, septic type was 
always fatal. He thought these conditions were being confused. As to the 
foliaceous type, he had a case similar to that reported by Dr. Engman. A 
young woman developed flaccid bullae all over the body and then passed 
through a stage when the fluid almost entirely disappeared and the appear- 
ance was barely distinguishable from dermatitis exfoliativa of grave type. 
This patient improved somewhat, returned to her home and employed a 
Christian scientist. He learned that she further improved but did not get well, 
and finally died after eight years. He believed that some patients lived a 
long time independent of treatment. 
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Dr. T. C. Gitcurist, Baltimore, stated that Dr. Hazen had reported the 
case of a patient who was kept in the continuous bath and cleared up with the 
exception of the face. The case was reported ten or twelve years ago and the 
patient was still alive last year. That man was in as bad a condition as 
the patient under discussion, and when he had a pronounced exacerbation he 
got into the tub at home, remained in the bath as long as possible and then 
got out. He thought this fact might have been efficacious in keeping him alive. 


Dr. O. S. Ormssy, Chicago, thought a great deal of confusion was due 
to the early descriptions of the disease. As the cases were observed tor 
longer periods it was necessary to change the early opinion a great deal. In 
the last ten years he had not seen a patient with pemphigus that recovered, 
and thought that all cases of true pemphigus terminated fatally sooner or 
later. He had seen three or four patients within the last few years that had 
died within three months. In his opinion the types were negligible and did 
not make much difference for the disease was practically the same in all types, 
though clinically different lesions occurred in various cases. He had presented 
a patient with pemphigus foliaceous before this Society, who was kept in a 
continuous bath at intervals for many months and who was still living, in 
fairly good condition. He believed that arsenic in pemphigus gained its 
reputation through its use in bullous dermatitis herpetiformis rather than in 
pemphigus. He had never seen pemphigus improve under arsenical treatment. 
Quinin seemed to be of some benefit in some cases, but the continuous bath 
had been of real assistance. He thought the acute septic pemphigus should 
be included in the pemphigus group. He had seen no cases of that type but 
the records showed that a large percentage died. 


Dr. W. A. Pusey, Chicago, said that he saw a case in a sheep butcher 
and the man died in three weeks. Another patient recovered symptomatically. 

Dr. W. H. Mook, St. Louis, called attention to one type that had not been 
mentioned, but which embraced all the types—the postvaccination. In this 
type all the lesions of the different varieties were found. Some cases of typical 
pemphigus in children after about a year developed into almost typical derma- 
titis herpetiformis. The vaccine type yielded to arsenic temporarily. In one 
case papular vegetations appeared in the axilla following the bullae and the 
patient recovered. 

Dr. F. Core, Detroit, said that in the last two months he had seen three 
distinct cases of pemphigus foliaceous with lesions of the mouth. One patient 
died with typical pemphigus vegetans; another developed flaccid bullae with 
lesions in the mouth and then began to have severe hemorrhages from the 
lesions and died within a week. In this case Dr. L. W. Ladd isolated a 
streptococcus from the blood stream. 

Dr. U. J. Wiz, Ann Arbor, Mich., said that he believed a sharp distinction 
should be made between the cases of true pemphigus vulgaris and bullous 
lesions of an infectious type, such as Dr. Mook mentioned, following vac- 
cination and such as the so-called “butcher’s pemphigus.” The latter were dis- 
tinctly infectious conditions with a picture of sepsis and with a distinct bacte- 
riologic etiology. Dr. Wile did not think they represented an intermediate 
stage of pemphigus, nor were they in any way related to pemphigus vulgaris. 

Dr. T. C. Gicurist, Baltimore, said he had not seen a case that was typical 
of the description of pemphigus vulgaris in twenty-five years, but he saw 
many cases of pemphigus foliaceous. 
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